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PREFACE 
Gender as a concept now is not simple as it was earlier. But the concept of 
gender has become complicated. In earlier societies, gender was classified 
rigidly into three categories i.e. male, female and queer. Now these categories 
of gender are flexible. If anyone wants to transform his or her gender of their 
own choice then they can go through it by applying particular type of surgery 
easily and successfully. Gender inequality prevailed in every culture and 
society from time inmiemorial. It was in lesser extent in Vedic period but after 
this period gender gap started to widen. In 20* century, feminists started to pay 
their attention towards gender inequality. Feminist movements started in 
twentieth century to improve the women's miserable condition. They identified 
various sources of gender inequalities in different societies. Feminist 
movement has given a large body of theorization regarding gender inequalities. 
Various sources of gender inequalities have been illustrated in feminist 
theories. Women's issues became political issues by the efforts of prominent 
feminists. Then political parties took these issues seriously. Various provisions 
were made by different country's governments to reduce the gender 
inequalities. In Indian constitution, equal rights have been given to men and 
women. Women and men are equal in the eyes of most of the laws but 
patriarchal ideology, caste-ridden practices, violence against women make the 
implementation less effective. In our country, various policies and programmes 
have been framed out to reduce gender inequality. But these policies and 
programmes are not free from gender bias. Most of the programmes and 
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policies framed out in India are practically gender biased or in favour of men. 
New policies on health and education are theoretically gender neutral but 
practically these are also gender discriminatory because most of the women are 
not able to get benefit from various policies and programmes made recently. 
Social and economic factors, which are responsible for gender inequality 
indicates that gender gap is still, exist in every sphere of performance and 
achievement in Indian society. Gender gap in education and health has been 
narrowed down slightly since last two decades but the situation is still 
miserable in context of women. Mortality rate is now in the favour of women 
but at the same time morbidity and natality rate is in favour of male. There are 
various social and economic factors, which are still active in widening the 
gender gap in morbidity and mortality rate between men and women. 
It is hoped that this study will be of immense help to social scientists, policy 
makers, social activists, scholars and all those who are concerned with gender 
and women studies. 
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CHAPTER 1 
Introduction 
What is it to be a man or boy? What is it to be a woman or girl? We might 
think that being a man or woman is uUimately associated with the sex of the 
physical body we are bom with. But like many questions of interest to 
sociologists, the nature of maleness and femaleness is not so easily classified. 
Some people for example, believe that they have been bom into the wrong 
bodies and seek to 'put things right' by switching genders part way through 
life'. 
The story of Janeen and Newham, David Willis^, and Shmti Srivastava is 
similar to that of many transsexuals who undergo sex change operations to 
become the people they believe themselves to be. What makes theu- (first three 
person) case particularly notable is that they are the fu-st married transsexual 
couple in Britain. And last example i.e. Shmti Srivastava^ from India, 
underwent a successful sex - change operation at Delhi's Sitaram Bharatia 
Institute on Jan 20, 2007. "I don't have to pretend to be a man anymore. I can 
finally marry the girl I want to live with", says Shmti - turned - Sunil. This 
was the first time the complete female - to - male sex reassignment surgery 
was done at one go in India. 
Janeen and David's story touches on a highly debated issue in the sociology of 
gender and sexuajity. Scholars are divided about the degree to which inborn 
biological characteristics have an enduring impact on our gender identities and 
our sexual activities. Scholars have tried to explain the differences between 
men and women. Because gender differences are closely tied to questions of 
inequality and power in societies, they are a subject of great interest to 
sociologists. The dramatic changes initiated by the women's movement in the 
1970s have inspired new attempts to imderstand how gender patterns and 
inequalities are created, sustained and transformed in our societies. The study 
of gender and gender inequality is one of the fastest growing and most exciting 
dimensions in contemporary sociology. 
Various sociologists have defined gender differently. According to some 
sociologists gender refers to psychological, social and cultural differences 
between men and women. Sex refers to biological differences between men and 
women. Although biological differences contribute to our understanding of 
gender differences, another route is studying the gender socialization (the 
learning of gender roles through socialization and interaction with others). In 
"Encyclopaedia of Women and Gender: Sex Similarities and Differences and 
the Impact of Society on Gender", Gender has been defined as 1. The socially 
mediated distinctions between men and women, 2. The meaning system by 
which the relationship between men and women is constituted, 3. A system for 
the distribution of power and resources that favours men over women. 
Amy S. Wharton'' a prominent professor of sociology in Washington State 
University has given a working definition of gender by following Ridgeway 
and Smith Lovin. She views gender as a "system of social practices", this 
system creates and maintains gender distinctions and it "organizes relation of 
inequality on the basis of these distinctions". In this view gender involves the 
creation of both differences and inequalities. 
Three features of this definition are important. First, gender is as much a 
process as fixed state. This implies that gender is being continually produced 
and reproduced. Stated differently, we could say that gender is enacted or 
"done" not merely expressed. Second gender is not simply a characteristic of 
individuals, but occurs at all levels of the social structure. This is contained in 
the idea of gender as a "system" of practices that are far-reaching, interlocked, 
and that exist independently of individuals. Gender thus is a multilevel 
phenomenon (Risman 1998). This insight enables us to explore how social 
processes, such as interaction and social institutions, such as work embody and 
reproduce gender. Third, this definition of gender refers to its importance in 
organizing relations of inequality. Gender differentiation must necessarily lead 
to gender inequality. 
Judith Lorber' offers a new paradigm of gender - gender as a social 
institution. Its focus is the analysis of gender as a social structure that has its 
origins in the development of human culture, not in biology or procreation. 
Lorber sees gender as "a more general term encompassing all social relations 
that separate people into differentiated gendered statuses". Gender is not seen 
as located in individuals but as "an institution that establishes patterns of 
expectations for individuals, orders, the social processes of everyday life is 
built into the major social organizations of society, such as the economy, 
ideology, the family and politics, and is also an entity in end of itself. The 
concept of gender as an institution is then used to explain work patterns, family 
patterns, norms of sexuality, the micro politics of authority and symbolic 
cultural representations. 
According to Scott^  gender is an analytic category. In the past, she 
claims there has been a tendency for gender to be used either descriptively, as 
a substitute for women, or causally in the quest for origin of women'^y 
subordination. Scott proposes a two part (interrelated) definition of gender, 
which she claims must remain analytically distinct. First, gender is a 
constitutive element of social relationships based on perceived differences 
between the sexes, for example through the representation of cultural symbols 
and their interpretations, subjective identities and the construction of gender 
not just in the kinship system but also in the polity and economy. Second, 
gender is a primary way of signifying relations of power. 
Before ei^laining gender inequality researcher wants to mention the 
differences between sex and gender. In general, sociologists use the term sex to 
refer to the anatomical and physiological differences that define male and 
female bodies. Gender by contrast concerns the psychological, social and 
cultural differences between males and females. Gender is linked to socially 
constructed notions of masculinity and feminity: it is not necessarily a direct 
product of an individual's biological sex. The distinction between sex and 
gender is,fundamental one, since many differences between males and females 
are not biological in origin. 
Gender Inequality 
Gender stratification is evident in every culture and society in the world. Some 
things are masculine others are feminine, some work is women's work, some 
responsibilities are women's responsibilities, even major religions of the world 
assign different social responsibilities to men and women. The differential 
evaluation of people's social worth primarily on the basis of sex is the key 
aspect of gender stratification. Such views become a characteristic of the entire 
social system leading to unequal distribution of power, prestige and property. 
Gender inequality affects every aspect of culture and society. Its affect is most 
prominent in family structure, the education system and the economy, just like 
social class system gender is a structural feature of society. 
As a result of social stratification the universal status of men is higher than 
women. Therefore, men enjoy a greater allocation of societal resources of 
power, prestige and property. Since the status of women is'universally 
subordinate to men in the society. 
The issue of gender inequality is one, which has been publicly reverberating 
through society for decades. The problems of inequalities in social, political 
and economic spheres are the most pressing issues today. In order to examine 
gender inequality one m.\;st try to get to the root of the ptobkms and must, 
understand the sociological factors that cause women to have a much more 
difficult time getting the same social, political and economic status as their 
male counterparts. The society in which we live is a patriarchal society, which 
has been shaped historically by males. Patriarchy in its narrow meaning refers 
to the system in which the male head of the household has absolute legal and 
economic power over his dependent female and male family members. In its 
wider definition it means the manifestation and mstitutionalization of male 
dominance over women in general. Thus we can say that patriarchy is an 
important symbol of male superiority. Many customs and traditions and beliefs, 
which brand women as inferior, originate fi-om patriarchal system. ^  
However, in many parts of the world, women receive less attention and health 
care than men do, and particularly girls often receive very much less support 
than boys. As a result of this gender bias, the mortality of females often 
exceeds to those of males in these countries. The concept of missing women 
was devised to give some idea of the phenomenon of women's adversity in 
mortality by focusing on the women who are simply not there, due to usually 
high mortality compared v^ dth male mortality rates in some regions in the 
world, inequality between women and men directly involves matters of life and 
death and takes the brutal form of unusually high mortality rates of women and 
a consequent preponderance of men in the total population as proposed to the 
preponderance of women found in societies with little or no gender bias in 
health care and nutrition.. 
Given a preference for boys over girls that many male dominated societies 
particularly Indian society have gender inequality can manifest itself in the 
form of the parents wanting the newborn to be a boy rather than a girl. There 
was a time when this could be no more than a wish (a day dream or a 
nightmare, depending on one's perspective), but with availability of modem 
techniques to determine the gender of the fetus, sex - selective abortion has 
become common in many countries. It is particularly prevalent in East Asia, in 
China and in South Korea in particular, but also in Singapore and Taiwan, and 
it is beginning to emerge as a statistically significant phenomenon in India and 
South Asia as well. 
Even when there is relatively little difference in basic facilities including 
schooling, the opportunities of higher education may be far fewer for young 
women than for young men. Indeed, gender bias in highep^education and 
professional training can only observed in India and developing countries but 
also in some of the richest countries in the world, in Europe and North 
America. 
In terms of employment as well as promotion in work and occupation, women 
often face greater handicap than men. A country like Japan may be quite 
egalitarian in matters of demography or basic facilities and even to a great 
extent in higher education and yet progress to elevated levels of employment 
and occupation seems to be much more problematic for women than for men. 
In many societies the ownership of property can also be very unequal. Even 
basic assets such as homes and land may be very asymmetrically shared. The 
absence of claims to property can not reduce the voice of women but also make 
it harder for women to enter and flourish in commercial, economic and even in 
some social activities. This type of inequality has existed in many parts of the 
world, though there are also local variations. For example,/^sven though 
tradional property rights have favoured men in the bulk of India, in what is now 
the state of Kerala? There has been for a long time matrilineal inheritance for 
an influential part of the community, namely the Nair's. 
There are often enough basic inequalities in gender relations, within the family 
or the household, which can take many different forms. Even in cases in which 
there are no overt signs of anti- female bias in say survival or son preference or 
education or even in promotion to higher executive positions, the family 
arrangements can be quite unequal in terms of sharing the burden of housework 
and childcare. It is for example; quite common in many societies to take it for 
granted that while men will naturally work outside the home, women could do 
it and only if they could combine it with various inescapable and unequally 
shared household duties. This is sometimes called division of labour, though; 
women could be forgiven for seeing it as occupation of labour. The rich of this 
inequality includes not only imequal relations within the family, but also 
derivative inequalities in; employment and recognition in the outside world. 
Also, the established fixity of this type of division or accumulation of labour 
can also have far -reaching - effects on the knowledge and understanding of 
different types of work in professional circles. 
Thus we can say that inequality between men and women is one of the most 
crucial disparities in many societies, and this is particularly so in India. 
Differences in female and male literacy rates are one aspect of this broader 
phenomenon of gender - based inequality in India. In much of the country, 
women tend in general to fare quite badly in relative terms compared with men, 
even within the same families. This is reflected not such matters as education 
and opportunity to develop talents, but also in more elementary fields of 
nutrition, health and survival. Indeed, the mortality rates of females tend to 
exceed those of males until the late 1920s, and even the late 1930s in some 
states and this as we know from the experiences of other countries is very much 
in contrast with what tends to happen when men and women receive similar 
nutritional and health care. One result is a remarkably low ratio of females to 
males in the Indian population compared with the corresponding ratio not only 
in Europe and North America but also in Sub-Saharan Africa. The problem is 
not of course unique to India, but it is particularly serious in this country and 
certainly deserves public attention as a matter of major priority^^ 
Types of Gender Inequalities 
Nobel Laureate, eminent economist professor Amartya Sen's work on gender 
inequality is of essential importance. His work on the theory of the household 
represents the household not as an undifferentiated unit , but as a unit of 
cooperation as well as of inequality and internal discrimination in the essay 
entitled "Many Faces of Gender Inequality'" based on the text of his 
inauguration lecture for the Radclifife Institute at Harward University, 2001, 
professor Amartya Sen identified the principal issues emphasizes the need to 
take a "plural view of gender inequality and calls for a new agenda of action to 
combat and put an end to gender inequality. 
Professor Amartya Sen illustrated different kinds of gender inequality such as: 
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1. Mortality inequality: In some regions in the world, inequality between 
women and men directly involves matters of life and death, and takes the brutal 
form of unusually high mortality rates of women and a consequent 
preponderance of men in the total population, as opposed to the preponderance 
of women found in societies with little or no gender bias in health care and 
nutrition. Mortality inequality has been observed extensively in North Africa 
and in Asia, including India, China and South Asia. 
2. Natality Inequality: Given a preference for boys over girls that many 
male-dominated societies have, gender mequality can manifest itself in the 
form of the parents wanting the newborn to be a boy rather than a girl. There 
was a time when this could be no more than a wish, but with the availability of 
modem techniques to determine the gender of the fetus, sex-selective abortion 
has become common in many countries. It is particularly prevalent in East 
Asia, in China and South Korea in particular, but also in Singapore and 
Taiwan, and it is beginning to emerge as a statistically significant phenomenon 
in India and South Asia as well. This is high-tech sexism. 
3. Basic facility inequality: Even when demographic characteristics do 
not show much or any anti-female bias, there are other ways in which women 
can have less than a square deal. There are many countries in Asia and Africa, 
and also in Latin America, where girls have far less opportunity of schooling 
than boys do. Tliere are other deficiencies in basic facilities available to 
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women, varying from encouragement to cultivate one's natural talents to fair 
participation in rewarding social functions of the community. 
4. Special opportunity inequality: Even when there is relatively little 
difference in basic facilities including schooling, the opportunities of higher 
education may be far fewer for young women than for young men. Indeed, 
gender bias in higher education and professional training can be observed even 
in some of the richest countries in the world, in Europe and North America. 
5. Professional inequality: In terms of employment as well as promotion 
in work and occupation, women often face greater handicap than men. A 
country like Japan may be quite egalitarian in matters of demography or basic 
facilities, and even, to a great extent, in higher education, and yet progress to 
elevated levels of employment and occupation seems to be much more 
problematic for women than for men. 
6. Ownership inequality: In many societies the ownership of property can 
also be very unequal. Even basic assets such as homes and land may be very 
asymmetrically shared. The absence of claims to property can not only reduce 
the voice of women, but also make it harder for women to enter and flourish in 
commercial, economic and even some social activities. This type of inequality 
has existed in most parts of the world, though there are also variations. For 
example, even though traditional property rights have favoured men in the bulk 
of India, in what is now the State of Kerala, there has been, for a long time. 
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matrilineal inheritance for an influential part of the community, namely the 
Nairs. 
7. Household inequality: There are often enough, basic inequalities in 
gender relations within the family or the household, which can take many 
different forms. Even in cases in which there are no overt signs of anti-female 
bias in survival or son-preference or education, or even in promotion to higher 
executive positions, the family arrangements can be quite unequal in terms of 
sharing the burden of housework and child care. 
Professor Sen concludes that the effects of gender inequality, which can 
impoverish the lives of men as well as women, can be more fiilly understood 
by taking detailed empirical note of specific forms of inequality that can be 
found in particular regions. Gender inequality hurts the interests not only of 
girls and grown - up women, but also of boys and men, through biological 
connections (such as childhood undernourishment and cardiovascular diseases 
at later ages) and also through societal coimections (including in politics and in 
economic and social life). He also points to the need to reexamine some lessons 
that have been drawn from past empirical works, such as the positive impact of 
women's empowerment in enhancing the voice and influence of women. The 
growing phenomenon of natality inequality raises questions that are basically 
much more complex. When women in some regions themselves strongly prefer 
having boys to girls, the remedying of the consequent natality inequality does 
call for broader demands on women's agency, in addition to examining other 
possible influences. 
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When anti- female bias in action (such as sex-specific abortion) reflects the 
hold of traditional values to which mothers themselves subscribe what is 
needed is not just freedom of action but also freedom of thought- in women's 
ability and willingness to challenge and question receives values. 
Theories of Gender Inequality 
In present study researcher has discussed that gender is a socially 
created concept, which attributes differing social roles and identities to men 
and women. Yet gender differences are rarely neutral-in almost all societies 
gender is a significant form of social stratification. Gender is a critical factor in 
structuring the types of opportunities and life chances individuals and groups 
face and strongly influences the roles they play within social institutions from 
the household to the state. Although the roles of men and women vary fix)m 
culture to culture, there is no known instance of a society in which females are 
more powerful than males. Men's roles are generally more highly valued and 
rewarded than women's roles: in almost every culture, women bear the primary 
responsibility for childcare and domestic work, while men have traditionally 
borne responsibility for providing the family livelihood. The prevailing 
division of labour between the sexes has led to men and women assuming 
unequal positions in terms of power, prestige and wealth. 
Despite the advances that women have made in countries around the 
world gender differences continue to serve as the basis for social inequalities. 
Investigating and accounting for gender inequality has become a central 
concern of sociologists. Many theoretical perspectives have been advanced to 
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explain men's enduring dominance over women - in the realm of economics, 
politics, the family and elsewhere. In this section researcher discusses two 
theoretical approaches on gender inequality. 
Structural-Functional Approach on Gender Inequality 
The structural- functionalists consider inequality between the sexes and sex-
based division of labour a normal feature of every society. To them, the 
subordination of women and unequal distribution of rewards between the sexes 
are beneficial for the society. Hence what is fundamental and universal can not 
be abolished. 
Right from classical period down to modem times, structural-functionalists 
have nurtured such beliefs. For example, Durkheim (1938) saw the 'normality 
of crime' (including crime against women). Following Durkheim, modem 
followers of that tradition expressed similar views. Davis (1937) argued that 
prostitution is consistent with, rather than a threat to, the conventional stmcture 
of the family. The same argument was made by Mandeville (1924) as early as 
1714 (for similar, though not identical, modem assertions). 
Two positions have emerged within the stmctural - functional approach from 
the debate on tiie rise of the division of labour based engender or sex and the 
inequality between the sexes in the distribution of rewards, prestige wealth and 
power. The first maintains that the sexual division of labour and faiequality 
between the sexes are determined, to some degree, by biologically or 
genetically based differences between men and women. As against this, the 
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Other position argues that gender roles are culturally determined and inequality 
between the sexes results from socially constructed power relations. 
First positions argues that inequality between the sexes and gender based 
division of labour are the consequence of biological functional, and / or 
psychological factor, while the second position treats the same as the creation 
of cultural factors. Let the researcher document some studies supporting the 
two positions. 
A. Biological Based Differences Root Cause of Inequality 
between the Sexes: in this position, there are three sorts of explanations: 
biological differences, functional necessacity and psychological need. Let the 
researcher explain them with the help of researches. 
1. Biological DifTerences: It is obvious that men and women differ 
biologically from each other in certain respects. Basing on the biological 
differences between the sexes and without spelling out the exact nature and 
/consequences of such differences, some anthropologists, sociologists and 
psychologists argue thatA>iological differences in themselves are sufficient to 
explain the basic division of labour based on gender in all societies. 
The anthropologists Tiger and Fox* (1972), for example, assume that human 
beings behava/m accordance witii the human biogranuner, that is, a genetically 
based programme which pre-disposes mankind to behave In certain ways. 
Although the biogrammers of men and women are similar in many respects, 
there are important differences between them. Tiger and Fox then go on to 
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plead that compared to women; men are more aggressive and dominant. They 
see male dominance as a 'sex - linked characteristic'. By comparison, women 
are programmed by their biogrammers to reproduce and care for children. The 
male and female biogrammers are adapted to a different division of labour. 
Peter Murdock' (1949), another anthropologist, does differ from Tiger and Fox, 
but he also sees biological differences between men and women as the basis of 
the sexual division of labour in society. Unlike Tiger and Fox, he simply 
suggests that biological differences, such as the greater physical strength of 
men and the fact that women bear children, lead to gender roles out of sheer 
practicality. 
2. Functional Necessity 
Another set of scholars finds the inequality between the sexes and sex - based 
division of labour rooted in the functional necessity. These scholars try to mix 
and blend two genres of analysis: biological and sociological. Parsons'" (1955), 
for example, deserves that there are two universal basic functions of family: the 
'socialization of the young' and the "stabilization of adult personalities". And, 
within the family, women are primarily responsible for these two functions. 
Parsons turns to biology to assign women the responsibility of performing 
socializing functions. 
He states that, "in our opinion, the fundamental explanation of the allocation of 
roles between the.biological sexes lies in the fact that the bearing and early 
nursing of children establish a strong presumptive primacy of the relation of 
mother to small child". Thus, because mothers bear and nurse children, they 
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have closer and stronger relations with them. Parsons characterizes the 
women's role in the family as 'expressive' which means she provides warmth, 
security and emotional support to the child. This is essential for effective 
socialization of the young and is also extended to her husband. 
The second function, the 'stabilization of adult personalities' is also played 
primarily by women. The husband plays instrumental role which leads him to 
stress and anxiety. The wife helps husband to adjust and gives him warmth. He 
argues that there should be a clear-cut sexual division of labour. Thus, Parsons 
begins from biology but moves a long way from it He assumes that biological 
differences provide foimdation on which the sexual division of labour is based 
(Parsons, 1959). 
3. Psychological Need 
A third group of scholars examines the role of women, in particular, their role 
as mothers, from a psychological perspective. They, too, rely on biological 
base for their argument, but are primarily oriented to mental health. John 
Bowlby" (1946), for example, argues that a mother's place in the home, caring 
for her children, especially during their early years. Bowlby, like Parsons, 
concludes that it is essential for mental health that the infant and the young 
child should experience a warm, intimate and continuous relationship with 
his/her mothers". His arguments imply that there is a genetically based 
psychological need for a close and intimate mother - child relationshipy* 
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B. Cultural Differences: Root Cause of Gender Inequality 
While rejecting the arguments that are based on the biological or genetic 
differences between men and women, the critics put forth a cultural explanation 
for the same. They argue that gender roles are not inevitable, and that particular 
tasks are not assigned exclusively to one sex or the other. Responding to those 
very questions on women, the proponents of the cultural approach begin from 
the assumption that human behavior is largely directed and determined by 
culture- the learned, patterned and transmitted recipes for behavior shared by 
members of a society. They argue that since norms, values, and roles are 
culturally determined and socially transmitted, the norms governing gender 
roles must be a product of culture rather than biology. Individuals learn their 
respective male and female roles in and through society. The sexual division of 
labour is supposed and justified by a belief and value system, which states that 
gender roles are normal, natural, right and proper. Various supporters of this 
view are as: 
Ann Oakley (1974), a supporter of the women's liberation movement, holds 
that it is the culture, which determines the gender roles and not the biology. In 
words, ascribed to Oakley, "Not only is the division of labour by sex not 
universal, but there is no reason why it should be so. Human cultures are 
diverse and endlessly variable. They owe their creation to human invincible 
biological forces".. 
Bettleheim (1969) - a psychiatrist, studied collective child rearing practices in 
kibbutz and concluded that a close continuous mother - child relationship is not 
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essential for effective socialization. Friedl (1975) also provides a cultural 
explanation for the sexual division of labour and male dominance, noting a 
great variation in gender roles between societies. But Friedl resorts to 
biological arguments to explain division of labour. 
Sherry B. Ortner'" (1974) goes a step ftirther to claim that the cause of 
universal devaluation of women is not biology but the way in which every 
culture defines and evaluates female biology. In every society, a higher value is 
placed on culture than on nature; culture is the means by which man controls 
and regulates nature. The universal evaluation of culture as superior to nature is 
the basic reason for the devaluation of women. Women are seen as closer to 
nature than men and, therefore, as inferior to men. Ortner argues that women 
are universally defmed as closer to nature because their body and physiological 
functions are/more concerned with "the natural processes surrounding the 
reproduction of the species", childbirth and lactation. Mother's role and her 
psychological make up are defmed as closure to nature. 
Biological e)q)lanations do not adequately explain why there exists a clear cut 
sexual division of labor in practically all known societies; the tasks of women 
are similar in most societies; why those tasks are given less prestige than those 
of men; and why men generally have power and authority over women. The 
answer of these questions is given by cultural explanation. 
Feminist Approach: The feminist movement has given rise to a large body of 
theory, which attempts to explain gender inequalities and set fourth agendas for 
overcoming those inequalities. Feminist theories in relation to gender 
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inequality contrast markedly with one another. While feminist writers are all 
concerned with women's unequal position in society, their explanations for it 
vary substantially. Competing schools of feminism have sought to explain 
gender inequalities through a variety of deeply embedded social processes, 
such as sexism, patriarchy, capitalism and racism . 
Liberal Feminism 
Those feminists whose goal is that women be treated as individuals, as men 
are, are usually referred to as liberal feminists. Liberal feminism looks for 
explanations of gender inequalities in social and cultural attitudes. They draw 
attention to many separate factors, which contribute, to inequalities between 
men and women. For example, liberal feminists are concerned with sexism and 
discrimination against women in the woriq}lace, educational institutions and the 
media. They tend to focus their energies on establishing and protecting equal 
opportunities for women through legislation and other democratic means. 
Liberal feminists tend to work within the existing political system and 
structures. Contemporary liberal feminists seek to reform the legal and political 
system so that women will have access to opportunities and resources that 
should produce a state of equality between men and women. Liberal feminists 
target laws that distinguish between men and women based on sex. They see 
women as autonomous individuals achieving in society based on their own 
merits and efforts. Legal advances such as the equal pay act and the Sex 
Discrimination Act were actively supported by liberal feminists, who argued / 
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that enshrining equaHty in law is important to eliminating discrimination 
against women. 
Sources of Gender Inequality: Liberal feminists tend to see the 
following as some of the main sources of gender inequality : 
1. Gendered socialization of children 
2. Gendered stereotyping and devaluation of women 
3. Division of labour into women's jobs and men's jobs 
4. Women's primary responsibility for child care and household maintenance 
5. Devaluation and low pay for women's jobs 
6. Restricted entry into top positions 
7. Limitations on reproductive choice or abortion 
Liberal feminism is the most prominent feminist strand in the United States and 
prevalent in India. In the 1960s and 1970s, the feminist focus in the United 
States was on women as individuals and the narrowness of their lives. Liberal 
feminism's complaint that women were confined to a main job of wife- mother 
with anything else they did having to take a backseat to childcare and 
housework was the theme of Freidan's best selling book The Feminist 
Mystique. Women who wanted careers or wlio were ambitious to make a maxk 
in the arts or in politics were suspect unless they were also good wives and 
mothers. Another problemfthat kept women down was men's devaluation of 
them as not too bright, clothes - conscious and overly emotional. Of course, 
these impressions were exactly what a woman was taught to convey to a man if 
she wanted to get a husband. According to liberal feminism gender differences 
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are not based in biology and therefore that women and men are not ail that 
different: there common humanity supersedes their procreative differences. If 
women and men are not so different then they should not be treated differently 
under the law. Women should have the legal rights as men and the same 
educational and work opportunities. Liberal feminism accepts and works with 
the gender system, with the goal of purging it of its discriminatory effects on 
women. Today this goal is termed undoing gender. A parallel current goal is 
mainstreaming gender- ensuring that government or organizational policies 
address women's needs". 
Women have entered every field, from mining to space travel - women in the 
police force and the military are no longer an oddity and women in high 
positions including leaders of countries are no longer a rarity. Other/ liberal 
feminist goals are still being debated. One is the question of whether men can 
be as good at parenting as women. Liberal feminism argues that gendered 
characteristics, such as women's parenting abilities, may seem biological but 
are really social products. Their proof that mothering skills are learned and not 
inborn, for example, is that men learn them, too, when they end up with the 
responsibility for raising children alone. But when there is a woman aroimd, the 
assumption is she is better at childcare than any man, and so women end up 
doing most of the physical and emotional intensive work of bringing up 
children. Mother's primary responsibility for childcare undermines the 
accomplishment of gender equality in paid jobs, since employers assume that 
mothers can not be as committed to their work as fathers or childless women. 
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Another continuing problem is that families, teachers, picture books, school 
books, and the mass media still encourage boys to be masculine and girls to be 
feminine, even when they show adult women and men acting in more gender -
neutral ways. Gender inequality is built into this socialization because 
supposedly masculine characjterislics, such as emotional supportiveness^ 
Liberal feminism promotes non sexist socialization and education of children 
as well as media presentations of men and women in nontraditional roles, 
especially men as caring and competent fathers. These areas still need constant 
monitoring - computer software programmes for girls feature sexy Barbie dolls 
and kissing skills while boys computer games feature violent adventure 
fantasies'*. 
Workplace is a field where liberal feminism has made important, but where 
women are still a longway fixjm gender equality. Due to feminist pressure more 
and more women have entered fields formerly dominated by men, such as 
sciences, and women in positions of authority are not the big news they once 
were. However, sexist patterns of hiring and promotion still produce 
workplaces where men and women work at different jobs and where men hold 
most of the top positions. Liberal feminism has developed theories to explain 
the persistence of the gender segregation of jobs (men work with men and 
women woric with women) and the gender stratification of organizational 
hierarchies i.e. the top of the pyramid is invariably ahnost all men. When a job 
no longer pays well or has Aeteriorating working conditions, dominant men 
leave for other work, and men of disadvantaged racial ethnic groups and all 
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women can move in to them. Occupations stay segregated, but who does the 
job changes. Some jobs have shifted from men's work to women's work within 
a decade", h 
Women's entry is restricted into top positions. Therefore, there has been a glass 
ceiling on the advancement of women in every field they have entered in the 
last two and half decades. The concept of glass ceiling assumes that women 
have the motivation, ambition, and capacity for positions of power and 
prestige, but hidden barriers keep them from reaching the top. They can see 
their way to their goal, but they bump their heads on a ceiling that is both 
invisible and impenetrable . 
Liberal feminism has always claimed that women and motherhood are not 
synonymous. Liberal feminism's proponents argue that the assimiption that 
mothers have prime responsibility for childcare and can not therefore be 
responsible workers builds gender discrimination into the workplace. Childless 
women can be treated as men v/orkers are. For them and for fathers, employers 
demand that work comes before family. For professions and politics so called 
greedy occupations, the pressure to put the job first is even more intense. 
Mothers are bounced between two powerful cultural commitments - their 
children and their work. When workplaces do not accommodate to family 
needs and fathers do not share childcare, mothers pay a price in^owered wages, 
reduced lifetime earnings and minimal pensions because of part - time and 
interrupted work. When they want to return to full - time work or get off the 
"mommy track", they are discriminated against in hiring and promotions. Thus, 
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mothers bear most of the economic and occupational cost of parenting, even 
though everyone in a society benefits from good childcare. As long as work-
family balance is the burden of individual families or mothers alone, there will 
continue to be gender inequality in the family and in the workplace. Few men 
feel they can afford, economically and psychologically, to jeopardize their 
financial support of their families. Similarly few mothers feel they can live 
with the burden of guilt over splitting their time between their job and their 
children in the light of the continuing moral imperative to be a good mother '^ 
Marxist Feminism 
Marxist feminism presents one of the best-known and intellectually most 
elaborate theories of social operation. Beguming with Marx and Engels and 
continuing through the whole body of neo Marxian literature, this perspective 
develops the theory of social class oppression, focusing on the domination of 
workers in the interests of the ruluig class :md on the pervasiveness of class 
domination, oppression and conflict in patterning both international and 
international social relations. Marxist feminism brings together Marxian class 
analysis and feminist social protest. Yet this amalgam produces not an 
intensified theory of oppression but rather a more muted statement of 
inequality that is of gender inequality. Marx and Engels laid the foundation of 
this theory. 
Marxist feminism focuses on the dismantling of capitalism as a way to liberate 
women and states that capitalism, which gives rise to economic inequality, 
dependence, political confusion and ultimately unhealthy social relations 
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between men and women, is root of women's oppression. According to Marxist 
theory in capitalist societies the individual is shaped by class relations that are 
people's capacities, needs and interests are seen to be determined by the modey 
of production that characterizes the society they inhabit. Marxist feminists see 
gender inequality as determined ultimately by the capitalist mode of production 
and the major social divisions as class related. Women's subordination is seen 
as a form of operation (rather than an illiberal discrimination), which is 
maintained because it serves the interests of capital and the ruling class. 
Marxist feminists have also extends traditional Marxist analysis by looking at 
domestic labour as well as domestic work. 
The major concern of Marx and Engels wjis social class operation but they 
frequently turned their attention to gender operation. Their most famous 
exploration of this issue is presented in "The Origins of the Family, Private 
Property and the State", written and published by Engels in 1884 from 
extensive notes made by Marx in tlie yeai-s immediately preceding Marx's 
death in 1883, 1985. The major <u-guments of this book are: 1. Women's 
subordination results not from her biology, which is/presumably, may be 
changed.2. The relational basis for women's subordination lies in the family 
(particularly patriarchal and patrilinial family) an institution aptly named from 
the Latin word for servant, because the family as it exists in complex societies 
is overwhelmingly a system of dominant and subordinate roles. Key features of 
the family 3. Society legitimizes this family system by claiming that such a 
structure is die fundamental institution in all societies.4. The factors that 
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destroyed this type of social system, producing what Engels calls "the world 
historic defeat of the female sex"are economic, specifically the replacement of 
hunting and gathering by herding, horticulture and farming economies. With 
this change emerged property, the idea and reality of some group members 
claiming as their own the essential resources for economic production. It was 
men who asserted this claim, as their mobility, strength and monopoly over 
certain tools gave them economic ascendancy. 5. Since then, the exploitation of 
labour has developed into increasingly complex structures of7domination, most 
particularly class relations; the political order was created to safeguard all these 
systems of domination; and the family itself has evolved along with the historic 
transformations of economic and property systems into an embedded and 
dependent institution, reflecting all the more massive injustices of the political 
economy and consistently enforcing the subordination/of women. Only with 
the destruction of property rights in the coming communist revolution will 
women attain freedom of social, political and personal action. 
Sources of Gender Inequality^ 
1. Exploitation of women in unwaged work for the family. 
2. Use of women workers as a reserve anny of labour - hired when the 
economy needs woricers, fired when it doesn't. 
3. Low pay for women's jobs. 
The Engels locates the initial operation of women in the emergence of private 
property. According to Engels, private property necessitated strict control over 
women's sexuality to ensure that inheritance be/guaranteed to the offspring of 
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the male owner of the property. During tlie 1970s, Marxist feminist theories 
identified the economic structure and the material aspects of life as the main 
source of gender inequality. These theories are grounded in historical 
materialism, which says that every major change in production from hunting 
and gathering to farming to the industrial revolution - changes the social 
organization of work and family. Marx's analysis of the social structure of 
capitalism was supposed to apply to people of any social characteristics. If the 
people owned the means of production, they were member of the capitalist 
class; if they sold their labour for wages, they were member of the proletariat. 
That should be true for women as well, except that until the end of the 
nineteenth century, married women in capitalist countries were not allowed to 
own property in their OAvn name; any wages they earned and their profits from 
any business they ran belonged to their husband^*. 
Marx and other nineteenth century economic theorists recognized the 
exploitation of wive's domestic labour, but it was Marxist feminism that put 
housewives at the forefront of its analysis of the gendered structure of 
capitalism. Housewives are vital to capitalism, indeed to any industrial 
economy, because their unpaid work in the home maintains bosses and woricers 
and reproduces the next generation of bosses and workers (and their wives). 
Furthermore, if a bourgeois husband falls on hard times; his wife can do 
genteel work in the home, such as dressmaking, to earn extra money or can 
take a temporary or part- time white-collar job. And when a worker's wages 
fall below the level needed to feed his family, as it often does, his wife can go 
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out to work for wages in a factory or shop or another person's home, or she can 
turn home into a small factory and put e\eryone, sometimes including the 
children to work^^ 
Women workers are used as reserve army of labour. They encouraged to work 
when the economy needs more workers, fired when unemployment rises. She 
can also be paid minimal wages and not exjject promotions. The housewife's 
unpaid labour in the home is supposedly for her family. But both her paid and 
unpaid labour have economic value. Marxist feminism argues that this 
exploitation of women's work, both in the home and in the marketplace, is the 
prime source of gender inequality. Marxist feminism analysis the ways in 
which two parallel systems - the economy (capitalism) and the family 
(patriarchy) - structure women's and men's lives. A man who works for wages 
is exploited by capitalism because he is never paid as much as the profits he 
produces. At home, however he has someone to work for him - his wife. She 
cooks his food, washes his clothes, satisfies his sexual needs and brings up his 
children. If he losses his job or can not earn enough to support his family, she 
will go out/to work or take work into the home, but she will continue her 
domestic duties as well. She will be paid less than a man doing comparable 
work because her main job is supposed to be taking care of her husband and 
children, and she can be fired when she is no longer needed by her employer, 
even if she would like to continue to woric and her family could use extra 
income. Women's exploitation as a class is dual; a source of cheap labour in 
the market place and a source of unpaid labour in the home. Marxist feminism 
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once proposed that all women should get paid for house work and childcare; 
they should not do it for love alone, if wives were waged workers, they would 
be part of the gross national product and could get raises and vacations and sick 
leave. But there is a sense in which \vives are paid for their work for the family; 
husbands supposedly are paid enough to maintain their families as well as 
themselves. They are supposed to get what is called a/family wage. The 
problem is that when a husband pays his wife for work in the home, either 
directly or indirectly, she is an economic dependent with few fmancial 
resources, a dangerous situation should her husband get sick, die or leaves her. 
The Mancist feminist solution like that of liberal feminism is that women too 
should have permanent full time jobs. They would have independent means to 
fall back on in case they got a divorce or became a widow or they did not have 
to get married at all, since they would be economically independent. For a 
mother, this solution entails affordable and accessible childcare services^ .^ 
Radical Feminism 
At the heart of radical feminism is the belief that men are responsible for and 
benefit from the exploitation of women. The analysis of patriarchy the 
systematic domination of females by males is of central concern to this branch 
of feminism. Patriarchy is viewed as a universal phenomenon that has existed 
across time and cultures. Radical feminists often concentrate on the family as 
one of4he primary sources of women's operation in society. They argue that 
men exploit women by relying on the free domestic labour that women provide 
31 
in the home. As a group men also deny women access to positions of power 
and influence in society. 
Radical feminists differ in their interpretations of the basis of patriarchy. 
Shulamith Firestone (1971) an early radical feminist writer, argues that men 
controls women's roles in reproduction and child bearing. Because women are 
biologically able to give birth to children, they become dependent materially on 
men for protection and livelihood. This biological inequality is socially 
organized in the nuclear family. Firestone speaks of a sex class to describe 
women's social position and argues that women can be emancipated through 
the abolition of the family and power relations which characterize it. 
Other radical feminists point to mate violence against women as central to male 
supremacy. According to such a view domestic violence, rape, sexual 
harassment/is all part of the systematic oppression of women rather than 
isolated cases with their own psychological or criminal roots. Even interactions 
in daily life such as non-verbal communication, patterns of listening and 
interrupting and women's sense of comfort is public - contribute to gender 
inequality. Moreover the argument goes popular conceptions of beauty and 
sexuality are imposed by men on women in order to produce a certain type of 
femininity. For example, social and cultural norms emphasizing a slim body 
and a caring, nurturing attitude towards men help to perpetuate women's 
subordination. The objectification of women through the media, fashion and 
advertising turns women into sexual objects whose main role is to please and 
entertainment. 
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Radical feminists do not believe that women can be liberal from sexual 
oppression through reforms or gradual change because patriarchy is a 
systematic phenomenon. They argue that gender inequality can only be attained 
by overthrowing the patriarchal order. 
Sources of Gender Inequality^': 
1. Patriarchy - a system of men's oppression of women. 
2. Men's violence and control of women through rape, battering, murder and 
war. 
3. Legitimation of women's oppression in medicine, religion, science, law, 
and other social institutions. 
4. Objectification of women's bodies in advertisements, mass media and 
cultural productions 
5. Sexual e^loitation in pornography and prostitution. 
6. Sexual harassment at work, in schools and on the street. Af 
Radical feminism became a perspective that makes motherhood into a valuable 
way of thinking and behaving. However it continues to criticize the traditional 
family as a prime source of patriarchal oppression of women and adds a 
condemnation of the violent aspects of heterosexuality. In the radical feminist 
view, because of western societies encouragement of aggressiveness in men 
and sexual display in women, most men are capable of, if not prone to violence/^ 
against women and most women are potential victims. Rape of the enemy's 
women is a common wartime strategy. Vulnerable young women are sold, 
forced and recruited in to global sex and pornography work^*. 
33 
Radical feminists' emphasis on male violence and the objectification of women 
has brought these issues into the heart of mainstream debates about women's 
subordination. Radical femmism sees sexual violence against women as a 
continuum fiom sexual murder, rape, and prostitution to sexual harassment and 
date rape. The constant threat of rape, battering and murder is a powerful 
means of keeping women in their place. Movies, TV, and advertisements in all 
media sexualize women's bodies. The pervasive sexual objectification 
encourages men's using women for their own needs. Also, if women are 
depicted as "sex objects", their intellectual and leadership capabilities 
disappear from view - they are just so much "meat". Radical ecofeminism 
equates the objectification, exploitation, and rape of women, animals and the 
earth. For radical feminists the physicaL/^litical and economic oppression of 
women reflects a society's inherent violence. Radical feminism's main political 
battlefield has been protection of rape victims and battered women and 
condemnation of pornography, prostitution and sexual harassment^ .^ 
Socialist Feminism 
Socialist feminism is a branch of feminism that focuses upon both the public 
and private spheres of a women's life and argues that liberation can only be 
achieved by woiicing to end both economic and cultural sources of women's 
oppression. Socialist feminism is a dualist theory that broadens Marxist 
femmism's argument for the role of capitalism in the operation of women and 
radical feminism's theory of role of gender and the patriarchy. ^/ 
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Three goals guide all socialist feminism: theoretical synthesis, a combination of 
theoretical breadth and precision, and an explicit and adequate method for 
social analysis and social change. Socialist feminists seek to bring together 
what they perceive as the two broadest and most valuable feminist traditions: 
Marxian and radical feminist thought. There are two distinctive sub varieties of 
socialist feminism. The first focuses exclusively on women's oppression and 
on understanding it in a way that brings together knowledge (from Marxism) of 
class oppression and (from radical feminism) of gender oppression. Through 
this theoretical intersection, these theorists seek to map the commonalities and 
variations in women's experience of subordmation. The term most frequently 
used by these theorists for the system they describe is capitalist patriarchy'^. 
The second variant of socialist feminism sets out to describe and e^lain all 
forms of social oppression, using knowledge of class and gender hierarchies as 
a base from which to explore systems of oppression centering not only on class 
and gender but also on race, ethnicity, age, sexual preference and location 
within the global hierarchy of natiojis. The turm most frequently used by these 
theorists for the system they describe is dominationy^Vomen remain central to 
this theoretical approach in two ways, first, as with all feminism, the 
oppression of women remains a primary topic for analysis. The theorists of 
domination can map even more elaborately than those of capitalist pafriarchy 
the variations and permutations in that oppression. Second, women's location 
and experience of the world serve as the essential vantage point on domination 
in all its forms. Ultimately, though these theorists are concerned with all 
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experiences of oppression, either by women or by men. They even explore how 
some women themselves oppressed, and may yet actively participate in the 
oppression of other women '^. 
Socialist feminist analysis includes economic dynamics and also more broadly 
other conditions that create and sustain human life: the human body, its 
sexuality and involvement in procreation and child rearing, home maintenance, 
with its unpaid, invisible round of domestic tasks; emotional sustenance; and 
the production of knowledge itself. In all of these lives - sustaining activities, 
exploitative arrangements profit some and impoverish others. Full 
comprehension of all ihese^ basic arrangements of life production and 
exploitation is the essential foundation for a theory of domination . 
Sources of Gender Inequalify*^ :^ 
1. The accumulation of advantages that gives men wider social power and the 
means to dominate womerL 
2. Second - class citizenship - the result of the accumulation of women's 
disadvantages. 
3. Double and triple oppression of women in racial ethnic groups that suffer 
firom economic and cultural discrimination. 
Socialist feminism argues that gender inequality is not just the result of 
women's oppression as an unpaid worker f<«r the family and as a low - paid 
worker in the economy. There are broader injustices fi-om the effects of gender 
and class, gender and racial ethnic status,and all three combined. Work in the 
home is invisible as work, but it is often don<; for pay by women disadvantaged 
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by racial ethnic and immigrant status. Gender discrimination devalues the 
status and income of women' jobs. Because most women in industrialized 
countries are housewives or have IOAV paying jobs, they are less likely to belong 
to imions and to hold political office. IWomen in groups disadvantaged by race, 
ethnicity and immigrant status suffer double or triple discrimination, but the 
interests of the men of their groups are more likely to prevail in political 
conflicts. Women's interests, socialist feminism argues are not represented in 
class, racial ethnic or national politics. In short, women are second-class 
citizens^ .^ 
Socialist feminism makes it clear tliat gendcT equality demands redistribution 
of responsibilities in the family and degendred access to economic 
opportunities. Households need to be restructured so that mothers and fathers 
share work for the family and woric for paj. The typing of jobs as women's 
work and men's work needs to be eliminated. Women must have the 
opportunity to go up career ladders and attain positions of power and authority 
in professions and in politics. But the focus on redistribution in the family and 
in the public sphere is not enough to redress gender inequality. What is also 
needed is reorganization of the devalued and powerless status of women, 
especially those of disfavored racial ethnic groups. Women are sexually 
vulnerable and lack control over procreation. They are exploited as sex objects. 
As long as there are significant social and cultural differences between women 
and men beyond the biological, economic equality will not translate into full-
fledged gender equality^^ 
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Postmodern Feminism 
Postinodem feminism is one approach to feminist theory that argues that there 
is no single cause for a women's subordination because sociological gender is 
itself constructed through language. Because the meaning behind this gender is 
not universal, there is no single approach towards dealing with the issue. 
Feminist postmodernist theorists seek to understand how meaning is 
negotiated, how people in power maintain control over meanings and how truth 
is invented, shaped and modified by history, social context and the views and 
life expectations of knowers. These theorists include Linda Alkofif, Nancy 
Fraser, Linda Nicholson, Jane Flax and Linda Singer^ .^ 
A primary tool of feminist postmodern analysis is deconstruction, which 
involves the breaking down polarities showing how they are created and often 
artificial and explaining how they/are related to systems of power. 
Deconstruction should not be confused with destruction. Rather, it reveals that 
constructs such as masculine/feminine, heterosexuality/homosexuality and 
black/ white were created and that all truth is all- encompassing or invariable^'. 
Postmodern theorists examine the contextual nature of knowledge, how power 
shapes knowledge and how these realities can be used to develop more 
complex and relevant views of reality and gender. Postmodern feminism is not 
a theory in the sense that it does not provide a specific framework for 
understanding oppression. Instead, it provides a model for questioning the 
value of other traditional and feminist frameworks^. 
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Sources of Gender Inequality'': 
1. The belief that gender is fixed and inevitable. 
2. Heteronormativity - the assumption that everyone is heterosexual. 
3. Cultural and individual replication of normative gender behavior. 
Postmodern feminism goes the fuithest in challenging gender categories as 
dual, oppositional/and fixed. It aigues that sex, sexuality and gender are 
shifting, fluid; multiple categories and that they do not exist without doing 
identity and display. Postmodern feminism criticizes feminist politics based on 
a universal category, women, and presents instead a more subversive view that 
imdermines the solidarity of a social order built on two sexes, two sexualities 
and two genders. The introduction of third terms - intersex, bisexuality and 
transgender - inwnediately calls into question the opposition of one to the other 
fliat the binaries imply. Additional changes come from queer theory, which 
claims that there is hardly the limit to sex, sexuality and gender categories. 
Ambiguities and border shifts undeimine the foundations of biological, sexual 
and gender difference. Equality will come when there are so many recognized 
sexes, sexualities and genders that one can not be played against the other^°. 
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CHAPTER 2 
Gender, education and health: A Review of Literature 
Education is the basic requirement and the fundamental right of the citizens of 
a nation. It plays very important role in social change. Education determines 
the level of aspirations, technology, productivity and efficiency which are basic 
factors influencing the process of development. Gandhiji has stated long back 
that educating a man is educating an individual while educating a woman is 
educating a family; women education has been sadly neglected. Education 
widens the mental horizon by imparting knowledge and developing the 
analytical skills. By increasing knowledge and skill education transforms 
human material into human capital. 
Despite all round importance of education one section of society (i.e., women), 
which makes about 50 per cent of total population of the world, has always 
been neglected. Women education never overstressed in our own society. The 
education system itself has been discriminatory against girls and women. It has 
always been in favour of boys and men. In schools boys and girls are treated 
differently. Gender stereotypes are stressed in school books. Curricular and 
extra- curricular activities also show gender discrimination. It is not only in 
India but all over the world that women and girls always get less educational 
opportunities than men and boys. Boys have an advantage over girls in terms of 
access to education, retention and future use of their knowledge and/training. 
At higher level of education boys go for prestigious professions while girls go 
43 
for general education. At home parents give more importance to the education 
of sons and provide better facilities to them. 
After independence India adopted its own constitution, which provides equal 
social, political and economic rights and duties to all men and women. But 
there are some laws, which are still gender discriminatory in nature. Since last 
two decades gender gap in education is narrowing but it is still continue 
because of some socio- economic and cultural factors which are favouring to 
gender inequality in India. 
1. Socialization of Women Education: Alka Saxena (2002). 
In this study Alka Saxena writes lliat beiore independence education was 
intended to train boy students for jobs. Since girls were not expected to work 
outside the home any education that did not ti^ ain them for the role of housewife 
and mother was viewed as wastage therefore education for girls moulded along 
the requirements of their traditional role expectations to reduce wastage. From 
independence women's education l)ecame {in important issue. Starting from 
nothing women came to receive education in large nimibers and there are/" 
indicators that they were taking to careers in many cases. She writes that every 
100 boys in 1946-47, there were only 30 girl:! in all institutions. Whereas in the 
colleges of professional education there were 7 girls per 100 boys and 12 in the 
colleges of general education and in the universities, 36 in the primary schools 
and 14 in the high schools. But afler independence the social opinion of the 
people has been changed. Because of change in social opinion, educational 
facilities for training of primary and secondary women teachers are increasing 
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in numbers and many special schools for girls have been established after 
freedom. Therefore, since independence tliere is no restriction on a girl 
studying at any kind of educational institution. An increasing number of 
women are now a days entering the hitherto closed doors of engmeering 
colleges, polytechnics, agricultural colleges and the Indian administrative 
service, quite apart from the regular professions like medicine, nursing, 
teaching, social work and various kinds of cUdcal establishments etc. 
2. Rural Women and Education: B.N. Singh (2006). 
In this study B.N. Singh discusses the impojtance of education in rural men's 
and women's life. He points out the relation of men's and women's/educational 
level with various variables. He writes lliat both primary and secondary 
education produce high returns in terms of wage growth, whether for men or 
for women. Female education promotes per capita income growth. Education 
leads to, and does not just accompany economic growth. Both male and female 
farmers can raise their productivity juid efficiency if they have greater access to 
education, technology and farming resources. Because female farmers tend to 
begin with less access to all these things, agricultural productivity rises 
substantially when women catch up. The result is not only higher incomes but 
also higher production of food and other consumable goods. 
Women who are more educated have smaller, healthier and better-educated 
families. As education opens up better opportunities for women to earn, and as 
it changes women's position in the family and society, couples tend to opt for 
smaller families and to invest more in the health and education of every child. 
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Fertility declines among educated women lor many reasons; they generally 
marry later; they have more opportunities available to them/to earn income 
outside the home; they have more inlluence in family decisions; and they are 
better able to use contraceptives. 1 he greater the gap between men's and 
women's education, the higher the fertility rate. In fact, the gender gap matters 
more than women's overall level ol' educiilion in determining fertility rates. 
Women with at least a primary education are three times more likely than 
uneducated women to know that HIV can be transmitted from mother to child. 
Education helps women protect against the lisk of HTV infection by reducing 
risky behaviors and increasing a women's ability to discuss sex with a partner 
and negotiate behaviours, such as condom use, that reduce risk. The more 
education the women have, the mort; resources they have, and the stronger their 
position m the family. Since women tend to spend more on children, the 
children benefit more from their motlier's education. The result is healthier and 
better educated children. To reduce gender stereotyping he writes that it is 
indispensable to train teachers to discounigc stereotyping. From different 
studies he finds out that traditional curricuhi and materials portray women as 
passive. Effective approaches include encouraging respect for girls and boys / 
equally, making sure girls can pfirticipace in class equally with boys, 
encouraging girls to study subjects such as math and science where fewer girls 
than boys have done so, expressing similar expectations for boys and girls in 
learning performance and suggesting girls and boys has reportedly promoted 
girls learning. Training teachers to combat gender stereotypes improves the 
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learning environment for girls. Very few teachers are trained in ways of 
teaching girls effectively or in ways of helping children think beyond gender 
stereotypes. The result is that girls are often portrayed only in highly restricted 
roles, teachers themselves expect less of girls, and girls are given less chance to 
participate and leam.An this way writer disctsses that women constitute almost 
half of the world population and they play a vital role in shaping the society. 
However, in majority of coimtries they continue to face discrimination with 
regards to access to education. This low level of education not only has a 
negative impact on women's lives tail also on their family's lives and on their 
country's socio- economic development. Education is the key because educated 
women are more likely to know what social, community and health services/ 
including family plaiming, are available and to have the confidence to use 
them. Education becomes as instrumental aSset for low- income rural women 
only when other assets or opportunities ait also available. Improvement of 
women's access to education and ])articu)arly their access to non formal 
training and education needs to be done in conjunction with improving their 
access to other assets and opportunities. 
3. Women Education and Gender Justice: A Multi- Dimensional 
Approach: Janardan Prasad (2006). 
In this study author points out that \\'omen md men are two specific rational 
living beings, who constitute the social whoU, i.e., the society. If any of them is 
not fully educated and not prepared for saneful living, he or she will remain 
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uneducated, uniculcated, unhealthy, unsaneful and underdeveloped. In such a 
situation sanefiil functioning of the s()ciet>' will be hampered and will lead to 
the dysfuntioniiig of the society. So both man and woman should be treated on 
equal footings regarding their upbringing, nourishment, character building, 
enculturation and education. But it is seen that still women are considered 
inferior to men and are put on lower .social lootings. Right from the beginning 
the women education has not been lus important as that of men education. Still 
it is seen that many people^ignore \\'omen education and do not give chance to 
their daughters to peep in schools. He points out that the society as a whole 
should look to the proper education of girls. I'roper girl's education can only be 
possible when all social stigmas, which go .gainst the women, can be rooted 
out from the society. They should be given equal opportunities as we give to 
the boys, and the girl's education should be aimed to do so. There can be many 
reasons for this discrepancy about tlie negligence of girl's education. Out of 
these reasons, one reason is that the girls arc regarded as anta- property. 
Mostly, families in India society ex(;cpting in few tribal tracts in Kerala and in 
Uttaranchal are patriarchal families. According to this custom the girls are 
considered outsiders and others projKjrty that is anta-property. Parent think this 
since the girls are bound to go another's homes and live there lifelong, then 
what is use of educating them. Thej' do not lealize that they also require some 
girls to be their daughter-in-law and live with them lifelong. Another reason is 
that the parents fear some sort of unfair social behaviour with their girls by 
some uncivilized male members of the socie ty. In the societyAome unethical, 
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unsocial happenings like molestations and rape cases of the girls are often 
noticed. The parents of the girls fear and do not send their daughters to schools. 
This tendency is generally found in rural areas. Lastly the parents think that 
they have to spend a lot on the marriage of their daughters, as they have to give 
dowry. They avoid spend to on the proper education of their daughters. After 
all they are another's property to whom they will devote lifelong. As such, 
majority of the girls in rural areas are not sent to schools. A recent survey 
depicts that 10 per cent of the girls do not see the doors of the schools. As such, 
majority of tiie girls remain uneducated, and their roles remain limited up to 
giving births to the children, upbringing them and doing the household work as 
cooking, washing cloths, feeding catties and managing all other household 
activities. 
4. Women and Education: Issues and Approaches: Nirmala 
Sharma (2006). 
In this study Nirmala Sharma discusses that traditionally women are more 
backward in every respect in our society comparatively than men. Women's 
education is source for liberation not only for women but Indianysociety as a 
whole. Though it is not denied that till now Indian society is completely male 
dominated. Women are exploited, oppressed and deprived in every sphere of 
life whether socially, economically, politically or culturally. Position of women 
today is not as equal as the position of women was in the ancient period. The 
position of women m our society was very high in Vedic period; the 
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educational status of women of women was almost equal to men. Once it was 
the time when women were the heads of the families. But in course of time 
women became the prisoners of our walls in the little home among their family 
members, especially to serve the men. Nirmala Sharma writes that as per one 
estimate about 850 million people in the world are illiterates, out of these about 
50 per cent are in India. 4 out of 5 women in this country are illiterates that 
mean they are denied the benefits of modem knowledge, improvement of 
fimctional skills and behavioral changes towards modernization. A 
considerable majority of the women particularly fi-om rural areas continued to 
be either illiterate or semi-literate. It means women are not given due 
opportunities in order to enable them to take the benefit of the modem 
technologyyllliteracy creates a barrier to the realization of constitutional goals 
of social justice and equality of status of opportunity between men and women. 
After independence various laws were enacted to ensure equality, social justice 
and fiatemity enshrined in the preamble of the constitution, citizens enjoy 
safeguard against exploitation. Indian constitution ensures the protection and 
equal opportunity to women. They are not aware about the various progranunes 
of social-welfare and development which is actively meant for their 
improvement. Policies to extend educational opportunities to women have 
failed to bridge the knowledge gap between men and women. So it is 
recognized that without education women can not make themselves liberated 
out of their problems and unless women are developed in a country the nation 
can not develop as a whole with men alone. Among the various parameters 
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education of women is considered on the top position to improve the status of 
women in India. Now the emphasis of planning has shifted from training 
women for their traditional roles of housewives and mothers to identify their 
importance as producers, making a major contribution io family and national 
income. Efforts have been made over the past three decades of planned 
development to enroll more girls in schools and encourage them to stay in 
schools to continue their education as long as possible, and to provide non 
formal education opportunities for women. Despite a number of efforts to 
improve the enrolment of girls and provide adult education for women, their 
educational status is still far from satisfactory. In educational institutions 
female enrolment is low in comparison to males, but their drop out rates is 
high. Regional and inter- group inequalities are also exist in India. The need of 
educating women is not considered benefitable or valuable. In urban areas 
more emphasis is given on girls and women's education in comparison to rural 
areas. Rural people feel less need to educate women in comparison to urban 
people. The factors, which are responsible for low enrolment of females, are as: 
1. Elder girls have to stay at home to take care of their siblings in the absence 
of their mothers or when their mothers are at work, 2. Early marriage of gu-ls, 
3. Lack of facilities in the form of school buildings, hostels and female 
teachers, 4. Social customs that are considered as barrier to female^mobility 
after attaining the age of puberty, 5. Most of the girls have to work to increase 
family income, 6. School curriculum is not completely fitted to the gu-ls, 7. 
The lack of separate institutions for girls, 8. The lack of women teachers and 
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instructress, 9. The unattractive school environment, especially in mixed 
schools, lack of physical facilities for sitting in class and the discriminatory 
attitudes of teachers towards girls. 
Nirmala Sharma fiirther points out that the progress of women's education in 
India shows that while there has been a tremendous increase in the number of 
girls receiving formal education in the period after independence the gap 
between the enrohnent of boys and girls has continued to increase at all levels 
and the proportion of girls in the relevant age groups covered by the school 
system still remains far below the constitutional target of imiversal education 
up to the age of 14.. The reasons for the variation in social attitude and tiie 
consequent slow progress of women's education are both social and economic 
which are intensified by inadequate facilities and the ambivalent attitude 
regarding the purpose of educating girl, r 
5. Women in India: Towards Gender Equality: R.C. Mishra 
(2006). 
In this book he writes that in ancient India women enjoyed equal status with 
men in all fields of life. She received the same education like men. During the 
medieval period the status of women went down considerably. She was 
considered to be inferior to man. Customs of parda, sati, child marriage and 
restrictions on widow marriage are prevalent in joint family have been the 
responsible factors for the injustice done towards women. The position of 
women has changed in today's India. Now the position of women, socially. 
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politically, economically, educationally and legally is equal to men in India. 
However the official reports points out a veiy different picture. According to 
government reports men outnumber women in our country. Only 50 per cent of 
Indian women are literate as compared to 65.5 per cent men. Very fewer girls 
than boys go to school. If girls are enrolled, many of them drop out of school. 
Women's work is undervalued and unrecognized; generally they earn very less 
wages than men by doing the same work. Women are under represented in 
governance and decision-making. 
6. Women and Women Rights in India: Sanjay Prakash Sharma. 
In this study he summarizes that education plays very important role in raising 
the women's position in the society. It is the education, which makes available 
all opportunities to women. If women have equal education of men then they 
can attain equal footings with men. It is the equality of opportunity through 
which women can attain equal footings with men. Irrational prejudices are 
responsible for gender discrimination. Gender discrimination can be eliminated 
by improving the educational level of everyone. This is the education, which 
improves rationality. Patriarchal ideology has its own rationality. Within 
patriarchal ideology, gender discrimination is justified as a rational division of 
labor where inequality and injustice are denied. Discrimination against women 
is practiced and perpetuated by some of the most educated. Education may 
improve rationality but schoolmg increase irrationality. In our country women 
and girls receive very less education than men. Social norms and fear of 
violence are responsible for less female education in comparison to male 
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education. Our country has the largest population/bf non-school going working 
girls. Since independence estimation of female illiteracy has been major 
concern of the Indian government. The governmental and non- governmental 
organizations have taken a number of initiatives for the educational 
development of girls and women. Almost every conceivable strategy to 
promote girls education has been covered in India. 
7. Women's Education: A Conceptual Framework: S. Ram 
Sharma (1995). 
In this study author points out that education is considered key to 
modernization and a catalyst to political ;md economic development of a 
society. There is a general agreement on the view that ahnost all the societies 
have been male dominated and the status of women has been varying from 
society to society at different times. The status of women has a direct 
relationship with the level of development of a society. Western education and 
involvement of women in the freedom movement have greatly helped to 
enhance the status of women in modem India. The national health policy on 
education envis^es that the education would be used as a strategy for 
achieving a basic change in the status of women. It was pointed out by many 
that the rightful place of women was domesticArork and their profession was 
mainly maternity. Equality of educational opportunities at the higher level was 
therefore a waste-of public ftmds. If education was given to women at all, it 
should prepare them for domestic careers. Social factors such as the 
54 
postponement of the age of marriage, the possibility of retaining economic 
independence even after marriage, and the obvious advantages in having 
women who are as well educated as men and can therefore understand and deal 
with the economic and social problems of the state, have changed the view that 
there should be differentiation for women on the ground of specific social need. 
She now needs only some special encouragement and opportunity for education 
and economic independence in order to take her ftill share in the political, 
economic and civic life of her country on a basis of equality with men. 
8. Women Education in 21'* Century: Shila Gulati (2006). 
In her book she discusses about how women's education rate in 21^' century 
started to improve. Women education in the world as a whole received impetus 
since last two decades of 20* century. This improvement in women's education 
was done through the energetic work of seveial reformers/and women activists. 
In the beginning the social policy was against providing education to women, 
but later on the clianging times women education were paid attention but as 
unequal basis. Gender differentials and inequality in education with policy 
favoring more men than women continued even up to the three quarters of 
twenties century. But now equal opportunities are provided to women for 
studies and age- old pattern of gender biased educational system has gone. 
With the achievement the political rights many women activists and social 
reformers made their earnest efforts for uplifting educational status of women 
and succeeded with a great extent. During last two decades women focused 
research and teaching have collected an unassailable body of scholarship about 
women in increasing diverse cultwal' (?ontejits.4M(\?eiiiw!ned cultural strategies 
for empowering the women learner and have developed an analysis of how the 
structure of education is embedded within other cultural systems and so the 
educationalists have come to understand the ways that culture may reproduce 
itself in syllabi and class rooms. 
9. Educational Progress of Women in India: Raksha Saran 
(1995). 
In this study writer discusses about the educational progress on women he hold 
that against the target of 4.527 lakhs, 5.930 lakh girls enrolled in the age group 
14-17 during the third five year plan on secondary school stage. The percentage 
of girls who passed the matric exam in 1964 was higher than boys; the 
respective pass percentage was 64.9 and 49.8. These features show that girls 
showed more keeimess in comparison to boys in terms of tiieir studies. But the 
enrolment position of girls at various stages was low in comparison to boys. 
Because of lack of facilities for the education of girls. Several difficulties in the 
way of women's education still exist. These are conservatism of parents, 
tradition ridden social customs, economic problems of the family, short age of 
women teachers, lack of school and hostel buildings, purposeless curricula and 
some out-dated text books, inadequate transportation. All states have made 
some efforts to solve these problems. But joint and massive efforts should be 
made both government and voluntary organi?ations so that good result could be 
expected. Some special programmes have been framed out to reduce the gender 
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gap. The government is assisting to voluntary educational organizations and 
providing school mid-day meals to narrow the gender gap between male and 
female education. Scheme of mid-day meals has been attracted more girls to 
join and stay on in schools. There is gender discrimination in mid-day meal in 
some of the states in India. Boys are led moie than girls. Slowly and gradually 
the education rate is getting progress among women. But gender gap still 
exists. 
10. Educational Status of Girls and Women: The Emerging 
Scenario: Ratna M. Sudarshan (2005). 
This Article summarizes unequal educational status of men and women. In this 
study author holds that the unequal educational status of men and women is 
both cause and consequence of a wider gender inequality. Education is not only 
one of the major indicators of gender bias but it is also a measure of gender 
discrimination. Further he writes that there is a gender gap in the educational 
status of men and women. In addition to the male-female gap literacy rates are 
much lower among Scheduled Castes (SC) and Scheduled Tribes (ST) than 
among the/general population wage laborers have lower literacy levels than 
other occupational groups. There is also a marked rural - urban difference. The 
problems of illiteracy are therefore not evenly distributed across the country, 
nor across social groups. The lowest educational achievements can be expected 
among rural women belonging to a scheduled caste or tribe or from a family of 
wage laborers and in a part of the country where general literacy levels are low. 
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Girls access to schooling is very much low in comparison to boys. And with 
regard to drop out rate, it is very high among girls in comparison to boys. 
11. The Gendered Gap in Basic Education: NGOs as Changing 
Agents: Rekha Wazir (2000). 
In this study Rekha Wazir summarizes the gender gap in basic education. She 
writes that we can understand the gender gap in education in the broader 
context of female disadvantage in India. Gender bias spreads throughout all 
spheres of life and society and informs political decision-making as well as 
intra- familial attitudes and vahies. The nature and intensity of this bias varies 
across economic systems and regions and over the life cycle ^ of individuals 
within households. Gender bias explained bj' cultural, religious factors and by 
the position occupied by women in the labor market. The cycle of disadvantage 
starts before bulh and continues from neglect of female children through to 
widowhood. The problem is exacerbated further when gender disadvantage is 
compounded by class, caste and religious discrimination. She suggests that 
educational status of women will improve as a consequence of then- increasing 
participation in labor maikets and development processes. Second way to 
improve the women's status is the empowerment of women, either individually 
or through then* improvement in institutions, organizations and collectivities. 
Education plays very important role in breaking the cycle of female 
disadvantage. Education provides meaningful skills, which enhance women's 
labor market capabilities and permit them to claim benefits from the 
development process.^xlucation surely serves as a catalyst of emancipatory 
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struggles. Nearly half the world's illiterate women live in the south Asian 
region. Gender disparities exist at all levels of education and the gap between 
enrolment ratio of boys and girls and literacy levels of men and women is the 
widest for any/region in the world. Widespread discriminatory cultural 
practices are prime reasons for the persistence of this gender gap in Indian 
education. Cultural biases surely do exist and poverty arguably constitutes a 
factor in influencing educational participation, especially of girls. Other factors 
as political indifference, bureaucratic inertia and public apathy rather than 
poverty and discriminatory cultural practices are equally responsible for India's 
poor performance in reducing gender gaps in education. 
12. Women Education and Gender Disparity: A Study in a 
Rural Block of West Bengal: Subhadrata Datta (2004). 
In this study conducted in West Bengal the author find out causes of low 
female education. Number of causes responsible for low level of women's 
education includes socio-economic and cultural factors, malnutrition, lack of 
access to school environment and unimaginative curriculum. The findings of 
this study are: 1. the enrolment of both boys and girls at standard 5* is 
different. The number of boys enrolled at standard 5"" is always higher and is 
about 5% higher than that of girls. 2. The ratio difference increased at standard 
8* and in most cases it is found to be aO^ -o. 3. The ratio difference huther 
increased at the Matric level and it is found to be 30%. From these findings it is 
concluded that except a few exceptional cases the ratio difference in 
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educational attainment between the boys and girls in rural areas has been 
increasing at a higher rate as the standard goes up, in spite of different 
government educational initiatives. 
It is clear from the review of literature that education plays very important role 
in the live of human beings. It transforms human material into human capital. If 
we talk about gender inequality in terms of education then we certainly find out 
that there is gender discrimination at all levels of education whether primary, 
secondary or higher level. Gender discrimination in education goes long back 
to ancient period. In ancient and medieval period attention was not paid 
towards women's because women were expected to do house hold work. They 
were not expected to go outside the home to earn the money that is why their 
education was considered as wastage. In this way women's education has been 
neglected in ancient and medieval period with different extent. Thus gender 
inequality in education persisted in every time period. There were various 
social, cultural and religious norms, values, customs and/traditions which were 
functioning as barriers to women's education but at the same time these factors 
were facilitating to the men's education. 
After independence special attention was paid towards women's education. 
Various policies and progranmies were started by Indian government to raise 
the educational status of men and women. But these programmes and policies 
were gender discriminatory in nature. Current policies and programmes 
running in India to raise the women's educational status are not gender biased 
in their theoretical nature. But because of socio-cultural barriers and traditional 
60 
bound attitude of parents most of the girls arc not able to get benefit from these 
programmes and policies. Therefore, is still persist in our country. The 
enrolment of girls in comparison to boys is lower at every level. Higher the 
level of education, higher the drop out rate of girls. The drop out rate of girls is 
higher than boys. The gap of drop out rate between boys and girls widen as the 
level of education becomes h i ^ . Their retention rate is very much low in 
comparison to boys. Thus, in simi we can say that the access to education and 
retention are in favor of boys but drop out rale is always in favour of women or 
girls. ^  
Health is wealth is well known quotation in almost all societies in the world. It 
is health, which makes human being more strong and capable physically and 
mentally. Taking food in sufiRcient amount and required nutrients make a man 
or woman healthy. Unfortunately in our own society there is gender inequality 
in taking of food and nutrients. Food of good quality is provided to boys or 
men and lower quality to girls or women. In India because of son preference, 
girl's health problems are often neglected. Gender gap in health exists in 
almost all societies in the world. In our country, various health policies and 
progranunes are framed out to provide better health facilities but unfortunately 
are not as effective as they are expected because of some gender discriminatory 
socio-cultural factors. Gradually the health condition of women is improving 
but it is still miserable in some of the states in India. 
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13. Facets of Women's Development: Dr. Anuradha Mathu and 
Dr. Rameshwari Pandya (2006). 
In this study editor first explains the importance of health then various 
variables, which are/responsible for women's health status. They write that to 
be healthy is a basic human right of all people/physical, emotional and mental 
well being lead to sufficient energy, physical strength and harmony and 
allowing people to be productive and deal creatively with the development of 
society, family and themselves. Good health is a primary source for 
development. They also write about the vajious factors, which influence the 
women's health status which are as: 1. Economic status of the family, 2. 
Dietary intake of women, 3. Discriminatory behavior towards a girl child, 4. 
Preference of son, 5. Early marriage. 
Amniocentesis, sex determination, female infanticides are the variables which 
make gender discrimination more intensive. There are many organizations 
working for improving health status of women in India but there is still 
underutilization of health services by women which is mainly due to: 1. lack of 
awareness, 2. Ignorance of women, 3. Poverty striken families, 4. Lack of 
importance of their own health, 5. Superstitions amongst low socio-economic 
families, and 6. High illiteracy amongst women. / 
The condition of women and their health in particular can be improved by: 1. 
Timely health care, 2. Awareness regarding health care and family planning, 3. 
Stringent laws and policies to stop misuse of sex-determination tests. Women 
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should be made aware of four areas of health, 1. Awareness, 2. Availability, 3. 
Accessibility, 4. Affordability 
14. Women and Reservation in India: Jyotirmay Mandal (2003). 
This study summarizes that according to the world health organizations nearly 
half of all women and two-thirds of the pregnant women in developing 
countries are because of inadequate nutrition arising from poverty and food 
allocation inequalities. Malnutrition with frequent pregnancies leads to 
maternal depletion syndromes that result in high rates of death in pregnancy 
and child birth. Death rates are exceptionally high for adolescents who are 
child bearing because of the physical and mental immaturity of young mothers. 
The drug and alcohol abuse women's own or her partner is prevalent in poor 
and illiterate section of rural population, have the devastating effects oiy 
women. They are linked with almost three-lburths of sexual abuses including 
rape 
15. Women and Development: The Changing Scenario: Savita 
ThakurJoshi(1999). 
In this study the author points out from various studies that in non -
discriminatory world women would live three to four years longer than men 
because of an in-born biological advantage. If there will be no discrimination 
against female infants then the strength of in-bom biological advantage will be 
so intensive that the mortality rate for male infants will always exceed that for 
female infants. Infant and child mortality depend upon the status of women. 
When the status of women is low, infant and child mortality is high and with 
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the improvement of their status, mortality decHnes because child rearing, 
health, nutrition, and other child care practices are related to the status of 
women. Lower the level of socio-economic development of a region, the higher 
will be the infant and child mortality. Infant mortality according to SRS report, 
1995 infant mortality in rural India in 1995 was 82 which were higher than 
urban areas (45 per 1000 live births). Kerala had the lowest infant mortality of 
13 and Orissa had the/highest of 110. Himachal Pradesh occupies the middle 
position where infant mortality rate was 63 in 1995. Social practices and the 
status of women play very important role in the increase or decline of infant 
mortality. Genetically, environmental, socio-economical conditions are the 
responsible factors for high female child mortality. Because these factors play 
very important role in discriminatory practices applied in the upbringing of 
female children. Lack of health awareness among the parents leads to high 
infant and child mortality in India. Discrimination against the female child in 
terms of allocation of food and health care in the households give rise to high 
female child mortality. 
16. Women and Society: Zainab Rahman (2005). 
In this study writer points out that health is a gender issue because power 
relations determine the concept of health in most societies. In many countries 
as well as in India, despite great progress in health facilities, women's health 
remains neglected. This is because of patriarchal society. Less importance is 
given to women's health and nutrition in c:omparison of men in patriarchal 
society. Generally, in the household girls and women get a lesser share in the 
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distribution of health goods and sen'ices. But in distribution of labor women 
get major share of responsibilities. Women and girls are genially 
undernourished and suffer from poor health. She is considered fit as long as a 
woman produces children and takes care ol' them. Since this is considered her 
main role, most health schemes are focused on pregnant and lactating mothers. 
The health of women of all categories is not given any importance. Health is 
perceived as a normal state of delivering the goods by the women not her actual 
well-being. Women's health covers mortalit)', morbidity, nutritional status and 
reproductive health. Girls are taken less to health centers, receive less nurturing 
than their brothers and have lower rates of immunization in many parts of the 
globe. Because of all this not only women have poor health but also due to 
discrimination they develop inferiority complex. In India right from the time of 
birth and in modem times right from the time of conception, a girl child faces 
not only neglect but also danger to her life. Once she starts growing up she has 
to do domestic tasks, care for siblings and also help in bringing water etc. She 
is generally overworked but she is deprived of nutrient and calorie rich food.^ 
She is given less importance than boys in all matters but has to work a lot more 
than them. This pattern continues in her family of procreation too where she 
has to bear children and is under pressure to produce sons. She might even be 
ill-treated. She does not get proper medical care even during pregnancies. She 
becomes very weak because of excessive child bearing much against her 
wishes. 
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17. Safe Motherhood Day: Shabana Azmi (14th April 2007). 
In this article she summarizes that in India a woman dies every five minutes; 
one-lakli women die per year. These are the realities of the life and death 
struggle women are engaged in during pregnancy, childbirth and post-partum. 
Rate of maternal mortality is high, 407/1, 00,000. In India a woman is 40 times 
more likely to die during childbirth then in developed countries. 
From the review of available literature on gender and health we can say that 
there is gender discrimination in all aspects (tf health in Indian society. Gender 
discrimination in health starts before die birth of girl child and it continues till 
the death. When parents become known with the fact that they are going to 
give birth/to female child the mothers are not given proper health care. This is 
because of the modem sex selection techni(iues, we become known with the 
sex of fetus. When the girl child bom less health care is provided to both 
mother and girl child in comparison to bo>s. Therefore, there is more girls' 
infant mortality rate in comparison to boy's infant mortality rate. But overall 
mortality rate of females is less than male's in India this is because of greater 
longevity of women (biological advantage). Morbidity rate of female's is 
higher than male's. Women often eat food at last and least due to our society's 
socio-cultural norms and values, because of these discriminatory norms and 
values women suffer with makiutrition. Boj's are breast fed longer. Boys are 
more often taken for medical care when they are sick and more money is spent 
on doctor's fees and medicine for them. (Jreater morbidity and inadequate 
dietary intake shows that women get lower nutrition in comparison to men. 
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Therefore we can say that women get less access to health in comparison to 
men. 
Methodology: This is a diagnostic type of study in which various type of social 
inequalities with regard to gender has been analysed. This study is based on 
secondary data. In present study available literature has been reviewed with 
special regard to gender Health and Education. 
The main objectives of this study are: 
1. To review the available literature on gender inequality with special 
regard of Health and Education from 1990 to till date. 
2. To analyse available material regarding gender inequality taken 
from numerous sources, scattered in various books, reports Journals 
and Magazines. So, that the aciidemicians. Policy makers and 
scholars, interested in gender studits benefited from this study. 
3. To assess the types of social inequalities with regard of gender. 
4. To analyse the various aspects of gender and Health inequality 
specially. Morbidity, Mortality and Natality Inequality. 
5. To analyse the gender bias in National Health Policy and 
Programes. 
6. To analyse various factors responsible for gender inequality. 
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CHAPTERS 
Gender and Health inequality 
Women's health differs from men's heallh, and not just with respect to 
reproduction. To understand and examine and examine these differences 
appropriately, the variables of sex and gender are each relevant. In general, sex 
refers to biological, anatomical, physiological and hormonal variations that, on 
average, distinguish females and males. By contrast, gender refers to the 
differences between men and women, boys and girls that stem from how 
behaviors, abilities, responsibilities and overall values are ascribed differently 
to males and to females in a society. Sometimes separately, but more often 
through their interactions, sex and gender are important determinants of health. 
For instance, there are sex-linked diseases (e.g., hemophilia) that only rarely 
and under exceptional circumstances affect women. There are also sex- specific 
cancers (e.g., of the prostate in men, and of the ovaries among women) as well 
as specific conditions that, because of their biological exclusively to males or 
females, can only occur in one or other sex (e.g., pregnancy related conditions 
in women; testicular disorders in men). Generally, however, observed 
differences in the frequency of some health outcome between men and women 
do not reflect a sex (biologic) difference. Rather, most differences derive from 
a complex set of interactions between sex (biology) and gender (roles and 
expectations). 
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Every society has its own economic, social, cultural and political arrangements 
that make being a woman different liom being a man. The gender norms and 
expectations applied to women and to men that derive from these arrangements 
vary from place to place, change overtime and are always affected by other 
features (e.g., age, class, ethnicity, sexual orientation, ability) that are attached 
to an individual. As a result of the gender differences assigned to them, 
individuals will experience their lives differently according to whether they are 
defined as male or female. Accordingly, women and men will have different 
exposures to different risks, different responses to the same exposures, different 
patterns to seeking treatment, and different needs for and responses to public 
health programmes. These all contribute to differences in the frequency and 
distribution of diseases between them. Consequently, to understand and 
respond to most human health and sickness issues, clarifying the interaction 
between sex - linked factors and gender- based factors is critical; the 
expectations, norms and stereotypes associated with the roles of men and 
women play out in their health, strongly influencing symptoms, treatment and 
policies. 
National Health Policy and Programmes 
NATIONAL HEALTH POLICY - 2002 
Introduction: A National Health Policy was last formulated in 1983, and 
since then there have been marked changes in the determinant factors relating 
to the health sector. Some of the policy iniiiatives outlined in the NHP-1983 
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have yielded results, while, in several other areas, the outcome has not been as 
expected'. The NHP-1983 gave a general exposition of the policies, which 
required recommendation in the circumstances then prevailing in the health 
sector. The noteworthy initiatives^ under that policy were: -
(i) A phased, time-bound programme tor setting up a well-dispersed network of 
comprehensive primary health care services, linked with extension and health 
education, designed in the context of the ground reality that elementary health 
problems can be resolved by the people themselves; 
(ii) Intermediation through 'Health volunteer' having appropriate knowledge, 
simple skills and requisite technologies; 
(iii) Establishment of a well-worked out retcrral system to ensure that patient 
load at the higher levels of the hierarchy is not needlessly burdened by those 
who can be treated at the decentralized level; 
(iv) An integrated net-work of evenly spread specialty and superspeciality 
services; encouragement of such facilities through private investments for 
patients who can pay, so that the draw on the Government's facilities is limited 
to those entitled to free use. Government initiatives in the pubic health sector 
have recorded some noteworthy successes over time. Smallpox and Guinea 
Worm Disease have been eradicated from the country; Polio is on the verge of 
being eradicated; Leprosy, Kala Azar, and Filariasis can be expected to be 
eliminated in the foreseeable future. There has been a substantial drop in the 
Total Fertility Rate and Infant Mortality R i^te. The success of the initiatives 
taken in the public health field is rellected in the progressive improvement of 
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many demographic / epidemiological / infrastructural indicators over time 
Table 1. 
Table 1 
Achievements through the Years - 1951-2000 
Indicator 
Demographic Changes 
Life Expectancy 
Crude Birth Rate 
Crude Death Rate 
MR 
Epidemiological Shifts 
Malaria (cases in million) 
Leprosy cases per 10, OC 
population 
Small Pox ( number of cases) 
Guinea worm (number of cases) 
Polio 
Infrastructure 
SC/PHC/CHC 
Dispensaries & Hospital(all) 
Beds (private and public) 
Doctors (Allopathic) 
Nursing Personnel 
1951 
36.7 
40.8 
25 
146 
i 
i 
\15 
I0i38.i 
>44,887 
i -
) 
1 
1 
"|'725 
19209 
1117,198 
j61,800 
18,054 
1981 
54 
33.9(SRS] 
12.5(SRS: 
110 
'1 
! 
2.7 !: 
! 
57.3 l: 
i 1 
i 
Eradicated 
>39,792 ] 
29709 
1 1 
i 
57,363 
23,555 
569,495 
2,68^00 ] 
1,43,887 I 
2^000 1 
i ! 
' i 
64.6(RGI) 1 
126.1(99 SRS) 
) 8.7(99 SRS) 
70(99 SRS) 
2.2 
5.75 
Eradicated 
265 
1,63,181(99RHS) 
43,322(95-96-CE 
8,70,161 
5^03,900 (98-99-
MCI) 
T,ii,m (INC) 
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While noting that the public health initiatives over the years have contributed 
significantly to the improvement of these health indicators, it is to be 
acknowledged that public health indicators / disease-burden statistics are the 
outcome of several complementary initiatives under the wider umbrella of the 
developmental sector, covering Rural Development, Agriculture, Food 
Production, Sanitation, Drinking Water Supply, Education, etc. Despite the 
impressive public health gains as revealed in the statistics in Table 1, there is 
no gainsaying the fact that the morbidity and mortality levels in the country are 
still unacceptably high. These unsatisfactory health indices are, in turn, an 
indication of the limited success of the public health system in meeting the 
preventive and curative requirements of the general population . 
Out of the communicable diseases which have persisted over time, the 
incidence of Malaria staged resurgence in the 1980s before stabilizing at a fairly 
high prevalence level during the 1990s.Over the years, an increasing level of 
insecticide-resistance has developed in the malarial vectors in many parts of the 
country, while the incidence of the more deadly P-Falciparum Malaria has risen 
to about 50 percent in the country as a whole. In respect of TB, the public 
health scenario has not shown any significant decline in the pool of infection 
amongst the community, and there has been a distressing trend in the increase 
of drug resistance to the type of mfection prevailing m the country. A new and 
extremely virulent communicable disease - HIV/AIDS - has emerged on the 
health scene since the declaration of the NHP-1983. As there is no existing 
therapeutic cure or vaccme for this infection, the disease constitutes a serious 
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threat, not merely to public health but to economic development in the country. 
The common water-borne infections - Gastroenteritis, Cholera, and some 
forms of Hepatitis - continue to contribute to a high level of morbidity in the 
population, even though the mortality rate may have been somewhat 
moderated^. 
The period after the announcement of NHP-83 has also seen an increase in 
mortality through 'life-style' diseases- diabetes, cancer and cardiovascular 
diseases. The increase in life expectancy has increased the requirement for 
geriatric care. Similarly, the increasing burden of trauma cases is also a 
significant public health problem^. Another area of grave concern in the public 
health domain is tiie persistent incidence of macro and micro nutrient 
deficiencies, especially among women and children. In the vulnerable 
subcategory of women and the girl child, this has the multiplier effect through 
the birth of low birth weight babies and serious ramifications of the 
consequential mental and physical retarded growth'. NHP-1983, in a spirit of 
optimistic empathy for the health needs of the people, particularly the poor and 
under-privileged, had hoped to provide 'Health for All by the year 2000 AD', 
through the universal provision of comprehensive primary health care services. 
In retrospect, it is observed that the financial resources and public health 
administrative capacity which it was possible to marshal was far short of that 
necessary to achieve such an ambitious and holistic goal. Against this 
backdrop, it is felt that it would be appropriate to pitch NHP-2002 at a level 
consistent with our realistic expectations about financial resources, and about 
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the lively increase in Public Health administrative capacity. The 
recommendations of NHP-2002 will, therefoie, attempt to maximize the broad-
based availability of health services to the citizenry of the country on the basis 
of realistic considerations of capacity. The changed circumstances relating to 
the health sector of the country since 1983 have generated a situation in which 
it is now necessary to review the field, and to formulate a new policy 
framework as the National Health Policy-2002. NHP-2002 will attempt to set 
out a new policy framework for the accelenited achievement of Public health 
goals in the socioeconomic circumstances cuirently prevailing in the coimtry . 
Contemporary Challenges: while the addressing contemporary 
challenges the NHP-2002 realized the financial crunch as a bottleneck effective 
implementation of policy. The public health investment in the country over the 
years has been comparatively low, and as a percentage of GDP has declined 
from 1.3 percent in 1990 to 0.9 percent in 1999. The aggregate expenditure in 
the Health sector is 5.2 percent of the GDP. Out of this, about 17 percent of the 
aggregate expenditure is public health spending, the balance being out-of-
pocket expenditure. The central budgetar> allocation for health over this 
period, as a percentage of the total Central Budget, has been stagnant at 1.3 
percent, while that in the States has declined from 7.0 percent to 5.5 percent. 
The current aimual per capita public health expenditure in the country is no 
more than Rs. 200. Given these statistics, it is no surprise that the reach and 
quality of public health services has been below the desirable standard. Under 
the constitutional structure, public health is the responsibility of the States. In 
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this framework, it has been the expectation that the principal contribution for 
the funding of public health services will be from the resources of the States, 
with some supplementary input from Central resources. In this backdrop, the 
contribution of Central resources to the overall public health funding has been 
limited to about 15 percent. The fiscal resources of the State Governments are 
known to be very inelastic. This is reilected in the declining percentage of State 
resources allocated to the health sector out of the State Budget. If the 
decentralized pubic health services in the co\mtry are to improve significantly, 
there is a need for the injection of substantial resources into the health sector 
from the Central Government Budget. This approach is a necessity - despite 
the formal Constitutional provision in regard to public health, ~ if the State 
public health services, which are a major component of the initiatives in the 
social sector, are not to become entirely moribund. The NHP-2002 has been 
formulated taking into consideration these ground realities in regard to the 
availability of resources'. 
The attainment of an equitable regional disdibution was considered one of its 
major objectives. Despite this conscious foci IS in the development process, the 
statistics given in table 2 clearly indicate thjit the attainment of health indices 
has been very uneven across the rural - urban divide. 
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Table 2 
DifTerentials in Health Status among States 
Sector 
1 
Populati 
on 
BPL(%) 
• India ; 26.1 
i 
1 
Rural 27.09 
Urban 
Better ' 
Performin 
g States 
Kerala 
Maharasht 
ra 
23.62 
12.72 
25.02 
TN 1 21.12 
i 
• Low ( 
Performin | 
i 
g States '• 
Orissa ' 47.15 
i 
Bihar t 42.60 
Rajasthan 
UP 
MP 
15.28 
31.15 
37.43 
IMR Per 
1000 Live 
Births(199 
9-SRS) 
70 
75 
44 
14 
48 
52 
97 
63 
81 
84 
90 
<5Mortal 
ityper 
1000 
(NFHS 
II) 
94.9 
103.7 
63.1 
18.8 
58.1 
63.3 
104.4 
105.1 
114.9 
122.5 
137.6 
Weight N 
For Age 
of 
children 
Under 3 
Years (-
<2SD) 
47 
49.6 
38.4 
27 '. 
50 i 
1 
1 1 
i 
37 , 
1 
i 
54 : 
54 
51 . 
52 j 
55 ] 
 MMR/Lakh( i Leprosy cases Malaria +ve Cases ii 
Annua! per lo.ooo Year 2000 (in 
Report) population thousands) 
408 
87 
135 
79 
3.7 
0.9 
4.1 
2200 
5.1 
138 
56 
498 
707 
607 
707 
498 
7.05 
11.83 
0.8 
4.3 i 
1 
3.83 
483 
132 
53 
99 
528 
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Also, the statistics bring out the wide differences between the attainments of health 
goals in the better- performing States as compared to the low-performing States. It is 
clear that national averages of health indices hide wide disparities in public health 
facilities and health standards in different parts of the country. Given a situation in 
which national averages in respect of most indices are themselves at unacceptably low 
levels, the wide inter-State disparity implies that, for vulnerable sections of society in 
several States, access to public health services is nominal and health standards are 
grossly inadequate. Despite a thrust in the NHP-1983 for making good the unmet 
needs of public health services by establishing more public health institutions at a 
decentralized level, a large gap in facilities still persists. Applying current norms to 
the population projected for the year 2000, it is estimated that the shortfall in the 
number of SCs/PHCs/CHCs is of the order of 16 percent. However, this shortage is as 
high as 58 percent when disaggregated for CHC s only. The NHP- 2002 will need to 
address itself to making good these deficiencies so as to narrow the gap between the 
various States, as also the gap across the loiral-urban divide'". 
Access to, and benefits from, the public health system have been very uneven 
between the better endowed and the more vulnerable sections of society. This 
is particularly true for women, children and the socially disadvantaged sections 
of society. The statistics given in Table 3 highlight the handicap suffered in the 
health sector on accoimt of socio-economic inequity". 
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Table3VV>^ jfj 
Differentials in Health status among Socio-Ecmronirc Groups 
Indicator 
India 
Social Inequity' 
Scheduled Castes 
Scheduled Tribes 
Other Disadvantaged 
Others 
Infant i 
Mortality/1.000 N 
70 
1 
1 
83 
84.2 
76 
61.8 
Under 
Mortality/1000 
% Children 
Underweight 
94.9 47 
119.3 53.5 
It is self-evident diat in a country as large as India, which has a wide variety of 
socio-economic settings, national health progqrammes have to be designed with 
enough flexibility to permit the State public health administrations to craft their 
own programme package according to their needs. Also, the implementation of 
the national health programme can only be carried out through the State 
Governments' decentralized public health machinery. Since, for various 
reasons, the responsibility of the Central Crovemment in funding additional 
public health services will continue over a period of time, the role of the 
Central Government in designing broad-based public health initiatives will 
inevitably continue. Moreover, it has been observed that the technical and 
managerial expertise for designing large-span public health programmes exists 
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with the Central Government in a considerable degree; this expertise can be 
gainfully utilized in designing national health programmes for implementation 
in varying socio-economic settings in the States. With this background, the 
NHP-2002 attempts to define the role of the Central Government and the State 
Governments in the public health sector of the country'^. Over the last decade 
or so, the Government has relied upon a 'vcirtical' implementational structure 
for the major disease control programmes. 1'hrough this, the system has been 
able to make a substantial dent in reducing' the burden of specific diseases. 
However, such an organizational structure, which requu-es independent 
manpower for each disease programme, is extremely expensive and difficult to 
sustain. Over a long time-range, 'vertical' structures may only be affordable for 
those diseases, which offer a reasonable possibility of elimination or 
eradication in a foreseeable time-span'^. It is a widespread perception that, over 
the last decade and a half, the rural health staff has become a vertical structure 
exclusively for the implementation of family welfare activities. As a result, for 
those public health programmes where there is no separate vertical structure, 
there is no identifiable service delivery system at all. The Policy will address 
this distortion in the public health system'''. 
The delineation of NHP-2002 would be required to be based on an objective 
assessment of the quality and efficiency of the existing public health machinery 
in the field. It would detract from the quality of the exercise if, while filming a 
new policy, it was not acknowledged that the existing public health 
infirastructure is far fi-om satisfactoiy. For the outdoor medical facilities in 
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existence, funding is generally insufllcient; the presence of medical and Para-
medical personnel is often much less than that required by prescribed norms; 
the availability of consumables is frequently negligible; the equipment in many 
public hospitals is often obsolescent and unusable; and, the buildings are in a 
dilapidated state. In the indoor treatment facilities, again, the equipment is 
often obsolescent; the availability ol'essential drugs is minimal; the capacity of 
the facilities is grossly inadequate, which leads to over-crowding, and 
consequentially to a steep deterioration in the quality of the services. As a 
result of such inadequate public heahh facilities, it has been estimated that less 
than 20 percent of tiie population, which seek OPD services, and less than 45 
percent of that which seek indoor treatment, avail of such services in public 
hospitals'^. 
While there is a general shortage of medical persoimel in the country, this 
shortfall is disproportionately impacted on tlie less developed and rural areas. 
No incentive system attempted so far, has induced private medical persormel to 
go to such areas; and, even in the public health sector, the effort to deploy 
medical personnel in such under-served areas, and has usually been a losing 
battle. In such a situation, the possibility needs to be examined of entrusting 
some limited public health fimctions to nurses, paramedics and other personnel 
from the extended health sector after imparting adequate training to them'^. 
India has a vast reservoir of practitioners in the Indian Systems of Medicine 
and Homoeopathy, who have undergone formal training in their own 
disciplines. The possibility of using such practitioners in the implementation of 
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State/Central Government public health programmes, in order to increase the 
reach of basic health care in the counliy'^, is addressed in the NHP-2002. 
Mental health disorders are actually much more prevalent than is apparent on 
the surface. While such disorders do not contribute significantly to mortality, 
they have a serious bearing on the quality of life of the affected persons and 
their families. Sometimes, based on religious faith, mental disorders are treated 
as spiritual affliction. This has led to the establishment of unlicensed mental 
institutions as an adjunct to religious institutions where reliance is placed on 
faith cure. Serious conditions of mental disorder require hospitalization and 
treatment under trained supervision. Mental health institutions are woefully 
deficient in physical infi^tructure and trained manpower. NHP-2002 will 
address itself to these deficiencies in the public health sector . A substantial 
component of primary health care consists of initiatives for disseminating to 
the citizenry, public health-related information. lEC initiatives are adopted not 
only for disseminating curative guidelines (for the TB, Malaria, Leprosy, 
Cataract Blindness Progranmies), but also as part of the effort to bring about a 
behavioral change to prevent HIV/AIDS and other life-style diseases. Public 
health programmes, particularly, need high visibility at the decentralized level 
in order to have an impact. This task is difiFicult as 35 percent of our country's 
population is illiterate. The present lEC strategy is too fiagmented, relies too 
heavily on the mass media and does not address the needs of this segment of 
the population. It is often feU that the effectiveness of EEC programmes is 
difficuh to judge; and consequently it is otlen asserted that accountability, in 
regard to the productive use of such funds, is doubtful. The Policy, while 
projecting an lEC strategy, will fully address the inherent problems 
Encountered in any lEC programme designed for improving awareness and 
bringing about a behavioural change in the general population . 
The technical network available in the country for disease surveillance is 
extremely rudimentary and to the extent that the system exists, it extends only 
up to the district level. Disease statistics are not flowing through an integrated 
network from the decentralized public health facilities to the State/Central 
Government health administration. Such an sirrangement only provides belated 
information, which, at best, serves a limited statistical purpose. The absence of 
an efficient disease surveillance network is a major handicap in providing a 
prompt and cost-effective health care system. The efficient disease surveillance 
network set up for Polio and HIV/AIDS has demonstrated the enormous value 
of such a public health instrument. Real-time information on focal outbreaks of 
common communicable diseases - Malaria, GE, Cholera and JE - and the 
seasonal trends of diseases, would enable timely intervention, resulting in the 
containment of the thrust of epidemics. In order to be able to use integrated 
disease surveillance network for operational purposes, real-time information is 
necessary at all levels of the health administration. The Policy would address 
itself to this major systemic shortcoming in the administration^". The absence 
of a systematic and scientific health statistics database is a major deficiency in 
the current scenario. The health statistics collected are not the product of a 
rigorous methodology. Statistics available from different parts of the country, 
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in respect of major diseases, are often not obtained in a manner, which make 
aggregation possible, or meaningftil '^. Further, the absence of proper and 
systematic documentation of the various financial resources used in the health 
sector is another lacuna in the existing health information scenario. This makes 
it difficult to understand trends and levels of health spending by private and 
public providers of health care in the couniry, and, consequently, to address 
related policy issues and to formulate future investment policies . NHP-2002 
will address itself to the programme for putting in place a modem and scientific 
health statistics database as well as a system of national health accoimts . 
Social, cultural and economic factors continue to inhibit women from gaining 
adequate access even to the existing public health facilities. This handicap does 
not merely affect women as individuals; it also has an adverse impact on the 
health, general wellbeing and development of the entire family, particularly 
children. This policy recognizes the catalytic role of empowered women in 
improving the overall health standards of the community '^*. 
There is an mcreasing expectation and need of the citizenry for efficient 
enforcement of reasonable quality standards for food and drugs. Recognizing 
this, the Policy will make an appropriate policy recommendation on this 
issue . It has been observed that a hirge number of training institutions have 
mushroomed, particularly in the private sector, for Para medical personnel with 
various skills - Lab Technicians, Radio Diagnosis Technicians, 
Physiotherapists, etc. Currently, there is no regulation/monitoring, either of the 
curriculae of these institutions, or of the performance of the practitioners in 
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these disciplines. This Policy will make recommendations to ensure the 
standardization of such training and the monitoring of actual performance . 
The ambient environmental conditions are a significant determinant of the 
health risks to which a community is exposed. Unsafe drinking water, 
unhygienic sanitation and air pollution significantly contribute to the burden of 
disease, particularly in urban settings. The initiatives in respect of these 
environmental factors are conventionally undertaken by the participants, 
whether private or public, in the other development sectors. In this backdrop, 
the Policy initiatives, and the eificienl implementation of the linked 
programmes in the health sector, would succeed only to the extent tliat they are 
complemented by appropriate policies tmd programmes in the other 
environment-related sectors^'. Work conditions in several sectors of 
employment in the coimtry are sub-standard. As a result, workers engaged in 
such employment become particularly vulnerable to occupation-linked 
ailments. The long-term risk of chronic morbidity is particularly marked in the 
case of child labour. NHP-2002 will address the risk faced by this particularly 
vulnerable section of society^*. 
The secondary and tertiary facilities available in the country are of good quality 
and cost-efifective compared to international medical facilities. This is true not 
only of facilities in the allopathic disciplines, but also of those belonging to the 
alternative systems of medicine, particularly Ayurveda. The Policy will assess 
the possibilities of encouraging the development of paid treatment-packages for 
Patients from overseas^'. 
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There are some apprehensions about the possible adverse impact of economic 
globalization on the health sector. Phamiivceutical drugs and other health 
services have always been available in the country at extremely inexpensive 
prices. India has established a reputation around the globe for the innovative 
development of original process patents for tlie m.anufacture of a wide-range of 
drugs and vaccines within the ambit of the existing patent laws. With the 
adoption of Trade Related Intellectual Property Rights (TRIPS), and the 
subsequent alignment of domestic patent laws consistent with the commitments 
under TRIPS, there will be a significant shift in the scope of the parameters 
regulating the manufacture of new drugs/vaccines. Global experience has 
shown that the introduction of a TRIPS-consistent patent regime for drugs in a 
developing country results in an across-the-board increase in the cost of drugs 
and medical services. NHP-2002 will address itself to the future imperatives of 
health security in the country, in the post-TRIPS era^°. It is well recognized that 
the overall well being of the citizenry depends on the synergistic functioning of 
the various sectors in the socio-economy. The health status of the citizenry 
would, inter alia, be dependent on adequate nutrition, safe drinking water, basic 
sanitation, a clean environment and primary education, especially for the girl 
child^'. 
Efforts made over the years for improving health standards have been partially 
neutralized by the rapid growth of the population. It is well recognized that 
population stabilization measures and general health initiatives, when 
effectively synchronized, synergistically maximize the socio-economic well 
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being of the people. Government has separately announced the * National 
Population Policy - 2000', The principal common features covered under the 
National Population PoUcy-2000 and NHP-2002, relate to the prevention and 
control of communicable diseases; giving priority to the containment of 
HIV/AIDS infection; the universal immuniziition of children against all major 
preventable diseases; addressing the unmet needs for basic and reproductive 
health services, and supplementation of infrastructure. The synchronized 
implementation of these two Policies - Nati<inal Population Policy - 2000 and 
National Health Policy-2002 - will be the very cornerstone of any national 
structural plan to improve the health standards in the country^ .^ 
Under the overarching umbrella of the national health framework, the 
alternative systems of medicine - Ayurveda, Unani, Siddha and Homoeopathy 
- have a substantial role. Because of inherent advantages, such as diversity, 
modest cost, low level of technological input and the growing popularity of 
natural plant-based products, these systems are attractive, particularly in the 
underserved, remote and tribal areas. The alternative systems will draw upon 
the substantial untapped potential of India as one of the eight important global 
centers for plant diversity in medicinal and aromatic plants. The Policy focuses 
on building up credibility for the alternative systems, by encouraging evidence-
based research to determine their efficacy, safety and dosage, and also 
encourages certification and quality marking of products to enable a wider 
popular acceptance of these systems of medicme. The Policy also envisages the 
consolidation of documentary knowledge contained in these systems to protect 
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it against attack from foreign commercial entities by way of malafide action 
under patent laws in other countries. Ihe msiin components of NHP-2002 apply 
equally to the alternative systems of medicines. However, the Policy features 
specific to the alternative systems of medicine will be presented as a separate 
documental 
Prospective Strategies: The main objective of this policy is to achieve an 
acceptable standard of good health amongst the general population of the 
country. The approach would be to increase access to the decentralized public 
health system by establishing new infrastnicture in deficient areas, and by 
upgrading the infrastructure in the existing institutions. Overriding importance 
would be given to ensuring a more equitable access to health services across 
the social and geographical expanse of the country. Emphasis will be given to 
increasing the aggregate public health investment through a substantially 
increased contribution by the Centnil Government. It is expected that this 
initiative will strengthen the capacity of the public health administration at the 
State level to render effective service deliveiy. The contribution of the private 
sector in providing health services would bo much enhanced, particularly for 
the population group, which can afford to pay for services. Primacy will be 
given to preventive and first-line curative initiatives at the primary health level 
through increased sectoral share of allocation. Emphasis will be laid on rational 
use of drugs within the allopathic system. Increased access to tried and tested 
systems of traditional medicine will be ensured '^'. Within these broad 
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objectives, NHP-2002 will endeavor to achieve the time-bound goals 
mentioned in Table 4. 
Table 4 
Goals to be achieved by 2000-2015 
Eradicate Polio and Yaws 
Eliminate Leprosy 
Eliminate Kala Azar 
Eliminate Lymphatic Filariasis 
Achieve Zero Level Growth of m v / AIDS 
Reduce Mortality by 50% on account of IB, Malaria and other 
Vector and Water Borne diseases 
Reduce prevalence of Blindness to 0.5% 
Reduce IMR to 30/1000 And MMR to 100/Lakh 
Increase utilization of public health facilities from current 
Levelof<20to>75% 
Establish an integrated system of surveilliince. National Health 
Accounts and Health Statistics. 
Increase Health Expenditure by Government as a per cent of GDP 
from existing 0.9% to 2.0% 
Increase Share of Central Grants to Constitute at Least 25% of 
Total health spending 
2005 
2005 
2010 
2015 
2007 
2010 
;2010 
2010 
2010 
2005 
» 2010 
2010 
Increase State Sector Health Spending from 5.5% to 7% of the 2005 
budget 
Further increase to 8% 2010 
S8 
NHP-2002 - POLICY PRESCR1PTK3NS 
The paucity of public health investment is a stark reality. Given the extremely 
difficuh fiscal position of the State Governments, the Central Government will 
have to play a key role in augmenting public health investments. Taking into 
account the gap in health care facilities, it is planned, under the policy to 
increase health sector expenditure to 6 percent of GDP, with 2 percent of GDP 
being contributed as public health investment, by the year 2010. The State 
Governments would also need to increase the commitment to the health sector. 
In the first phase, by 2005, they would be exi)ected to increase the commitment 
of their resources to 7 percent of the Budget; and, in the second phase, by 2010, 
to increase it to 8 percent of the Budget. With the stepping up of the public 
health investment, the Central Government's contribution would rise to 25 
percent from the existing 15 percent by 2010. The provisioning of higher 
public health investments will also be contingent upon the increase in the 
absorptive capacity of the public health administration so as to utilize the funds 
gainfully* .^ 
To meet the objective of reducing various ty])es of inequities and imbalances -
inter-regional; across the rural - urban divide; and between economic classes -
the most cost-effective method would be to increase the sectoral outlay in the 
primary health sector. Such outlets afford access to a vast number of 
individuals, and also facilitate preventive and early stage curative initiative, 
which are cost effective. In recognition oi' this public health principle, NHP-
2002 sets out an increased allocation of 55 percent of the total public health 
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investment for the primary health sector; the secondary and tertiary health 
sectors being targeted for 35 percent and 10 percent respectively. The Policy 
projects that the increased aggregate outlays for the primary health sector will 
be utilized for strengthening existing facilities and opening additional public 
health service outlets. Consistent with the noims for such facilities . 
This policy envisages a key role for the Central Government in designing 
national programmes with the active participation of the State Governments. 
Also, the Policy ensures the provisioning of fmancial resources, in addition to 
technical support, monitoring and evaluation at the national level by the Centre. 
However, to optimize the utilization of the public health injfrastructure at the 
primary level, NHP-2002 envisages the gradual convergence of all health 
programmes under a single field administration. Vertical programmes for 
control of major diseases like TB, Malaria, HIV/AIDS, as also the RCH and 
Universal Immunization Programmes, would need to be continued till moderate 
levels of prevalence are reached. The integration of the progranraies will bring 
about a desirable optimization of outcomes tlirough a convergence of all public 
health inputs. The Policy also envisages that progranune implementation be 
effected through autonomous bodies at State and district levels. The 
interventions of State Health Depaitments may be limited to the overall 
monitoring of the achievement of programme targets and other technical 
aspects. The relative distancing of the programme implementation from the 
State Health Departments will give the project team greater operational 
flexibility. Also, the presence of State Government officials, social activists. 
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private health professionals and MLAs / MPs on the management boards of the 
autonomous bodies will facilitate well-informed decision-making . 
The Policy also highlights the need for developing the capacity within the State 
Public Health administration for scientific designing of public health projects, 
suited to the local situational The Policy envisages that apart from the 
exclusive staff in a vertical structure for the disease control programmes, all 
rural health staff should be available for the entire gamut of public health 
activities at the decentralized level, irrespective of whether these activities 
relate to national programmes or other public health initiatives. It would be for 
the Head of the District Health administration to allocate the time of the rural 
health staff between the various programmes, depending on the local need. 
NHP-2002 recognizes that to implement such a change, not only would the 
public health administrators be required to change their mindset, but also the 
rural health staff would need to be trained and reoriented^'. 
As has been highlighted in the earlier pari of the Policy, the decentralized 
Public health service outlets have become practically dysfunctional over large 
parts of the country. On account of resource constraints, the supply of drugs by 
the State Governments is grossly inadequate. The patients at the decentralized 
level have little use for diagnostic services, which in any case would still 
require them to purchase therapeutic drugs privately. In a situation in which the 
patient is not getting any therapeutic drugs, there is little incentive for the 
potential beneficiaries to seek the advice of the medical professionals in the 
public health system. This results in there being no demand for medical 
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services, so medical professionals and paramedics often absent themselves 
from their place of duty. It is also observed that the functioning of the public 
health service outlets in some States like the four Southern States - Kerala, 
Andhra Pradesh, Tamil Nadu and Kamataka - is relatively better, because 
some quantum of drugs is distributed through the primary health system 
network, and the patients have a stake in approaching the Public Health 
facilities. In this backdrop, the Policy envisages kick starting the revival of the 
Primary Health System by providing some essential drugs under Central 
Government flmding through the decentralized health system. It is expected 
that the provisioning of essential drugs at the public health service centers will 
create a demand for other professional sei-vices from tiie local population, 
which, in turn, will boost the general revival of activities in these service 
canters. In sum, this initiative under NHP-2002 is launched in the belief that 
the creation of a beneficiary interest in the public health system will ensure a 
more effective supervision of the public health personnel through conmiunity 
monitoring, than has been achieved through the regular administrative line of 
control^. 
This Policy recognizes the need for more frequent in-service training of public 
health medical personnel, at the level of medical officers as well as paramedics. 
Such training would help to update the personnel on recent advancements in 
science, and would also equip them for their new assignments, when they are 
moved from one discipline of public health administration to another"'. Global 
experience has shown that the quality of public health services, as reflected in 
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the attainment of improved public health indices, is closely linked to the 
quantum and quality of investment through public funding in the primary 
health sector. Table 5 gives statistics, which clearly show that standards of 
health are more a function of the accurate targeting of expenditure on the 
decentralized primary sector (as observed in China and Sri Lanka), than a 
function of the aggregate health expenditure. 
Table 5 
Public Health Spending in select Countries 
Indicator 
India 
China 
Sri Lanka 
UK " 
USA 
%Population 
with 
Income <$1 
day 
1 
44.2 
18~5 
6.6 
1 
— 
Infant , %Health 
Mortality Expenditure 
Rate/1000 • 
- 70 -
3r 
16 
; 7 
GDP 
5.2 
"~2.T 
3 
^ 5 . 8 
13.7 
%Public 
Expenditure Health 
to The Health 
Expenditure 
17.3 
24.9 
45.4 
96.9 
44.1 
Therefore the Policy, while committing additional aggregate fmancial 
resources, places great reliance on the strengthening of the primary health 
structure for the attaining of improved public health outcomes on an equitable 
basis. Further, it also recognizes the practical need for levying reasonable user-
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charges for certain secondary and tertiary public health care services, for those 
who can afford to pay''^ . 
This policy envisages that, in the context of the availability and spread of 
allopathic graduates in their jurisdiction. State Governments would consider the 
need for expanding the pool of medical pi-actitioners to include a cadre of 
licentiates of medical practice, as also practitioners of Indian Systems of 
Medicine and Homoeopathy. Simple services/procedures can be provided by 
such practitioners even outside their disciplines, as part of the basic primary 
health services in under-served areas. Also, NHP-2002 envisages that the scope 
of the use of paramedical manpower of allopathic disciplines, in a prescribed 
functional area adjunct to their current functions, would also be examined for 
meeting simple public health requirements. This would be on the lines of the 
services rendered by nurse practitioners in several developed countries. These 
extended areas of functioning of different categories of medical manpower can 
be permitted, after adequate training, and subject to the monitoring of their 
performance through professional councils'* .^ 
NHP-2002 also recognizes the need for States to simplify the recruitment 
procedures and rules for contract employment in order to provide trained 
medical manpower in under-served areas. State Governments could also 
rigorously enforce a mandatory two-year rural posting before the awarding of 
the graduate degree. This would not only make trained medical manpower 
available in the underserved areas, but would offer valuable clinical experience 
to the graduating doctors'". 
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NHP-2002 lays great emphasis upon the implementation of public health 
programmes through local self-government institutions. The structure of the 
national disease control programmes will have specific components for 
implementation through such entities. The Policy urges all State Governments 
to consider decentralizing the implementation of the programmes to such 
Institutions by 2005. In order to achieve this, financial incentives, over and 
above the resources normatively allocated for disease control programmes, will 
be provided by the Central Government'* .^ 
Futuristic Vision: while envisionmg the future prospects the NHP- 2002 
believes that the health needs of the country are enormous and the financial 
resources and managerial capacity available to meet them, even on the most 
optimistic projections, fall somewhat short. In this situation, NHP-2002 has had 
to make hard choices between various priorities and operational options. NHP-
2002 does not claim to be a road map for meeting all the health needs of the 
populace of the coimtry. Further, it has to be recognized that such health needs 
are also dynamic, as threats in the area of public health keep changing over 
time. The Policy, while being holistic, undertakes the necessary risk of 
recommending differing emphasis on different policy components. Broadly 
speaking, NHP - 2002 focuses on the need for enhanced fimding and an 
organizational restructuring of the national public health initiatives in order to 
facilitate more equitable access to the health facilities. Also, the Policy is 
focused on those diseases, which are principally contributing to the disease 
burden - TB, Malaria and Blindness from the category of historical diseases; 
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and HIV/AIDS from the category of 'newly emerging diseases'. This is not to 
say that other items contributing to the disease burden of the country will be 
ignored; but only that the resources, as also the principal focus of the public 
health administration, will recognize certain relative priorities. It is urmecessary 
to labour the point that under the umbrella ol'the macro-policy prescriptions in 
this document, governments and private sector programme plarmers will have 
to design separate schemes, tailor-made to the health needs of women, children, 
geriatrics, tribals and other socio-economicaliy imder-served sections. An 
adequately robust disaster management plan has to be in place to effectively 
cope with situations arising from natural and man-made calamities'* .^ 
One nagging imperative, which has influenced every aspect of this Policy, is 
the need to ensure that 'equity' in the health sector stands as an independent 
goal. In any future evaluation of its success or failure, NHP-2002 would wish 
to be measured against this equity norm, rather than any other aggregated 
financial norm for the health sector. Consistent with the primacy given to 
'equity', a marked emphasis has been provided in the policy for expanding and 
improving the primary health facilities, including the new concept of the 
provisioning of essential drugs through central funding. The Policy also 
commits the Central Government to an increased under-writing of the resources 
for meeting the minimum health needs of the people. Thus, the Policy attempts 
to provide guidance for prioritizing expenditure, thereby facilitating rational 
resource allocation'*'. 
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This Policy broadly envisages a greater contribution from the Central Budget 
for the delivery of Public Health services at the State level. Adequate 
appropriations, steadily rising over the years, would need to be ensured. The 
possibility of ensuring this by imposing an earmarked health cases has been 
carefully examined. While it is recognized that the annual budget must 
accommodate the Increasing resource needs of the social sectors, particularly in 
the health sector, this Policy does not specifically recommend an earmarked 
health cases, as that would have a tendency of reducing the space available to 
Parliament in making appropriations looking to the circumstances prevailing 
from time to time^. The Policy highlights the expected roles of different 
participating groups in the health sector. Further, it recognizes the fact that, 
despite all that may be guaranteed by the Central Government for assisting 
public health programmes; public health services would actually need to be 
delivered by the State administration, NGOs and other institutions of civil 
society. The attainment of improved health levels would be significantly 
dependent on population stabilization, as also on complementary efforts from 
other areas of the social sectors - like improved drinking water supply, basic 
sanitation, minimum nutrition, etc, - to ensure that the exposure of the populace 
to health risks is minimized. Any expectation of a significant improvement in 
the quality of health services, and the consequential improved health status of 
the citizenry, would depend not only on increased financial and material inputs, 
but also on a more empathetic and committed attitude in the service providers, 
whether in the private or public sectors and improved standard of governance.^" 
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As we know that numerous health policies and programmes have been 
formulated in our country to make better the health status of men and women, 
boys and girls. First National Health Policy was formulated in 1983. This 
policy was proved effective in providing health services to the general masses 
of our country. Improvement was observed in the determinant factors of health. 
In this policy some shortcomings were felt. To overcome from these 
shortcomings and to make the health status of the people comparatively higher, 
National Health Policy - 2002 was formulated. Recently numerous health 
programmes started to raise the health status of all the people living in our 
country. National Health PoIicy-2002 is more effective in providing health 
services to the people in comparison to the National Health Policy-1983. If we 
analyze these health policies and programmes in context of gender inequality, 
we find that these are not gender bias in their theoretical nature. But these 
policies and programmes are gender biased in their practical nature. The health 
system in itself is gender biased. Medical infitistructure and medical staff is 
male dominated. In our health system most of the doctors who are well 
qualified are male that is there is lack of highly qualified female doctors. Our 
Indian society is multicultural and multireligious society. Various cultural, 
religious norms and values determine the behavior of the people. Due to these 
cultural and religious norms and values most of the people are not ready to 
make treatment of their daughters, sisters and wives by a male doctor. Because 
of these gender discriminatory cultural practices women are not getting the 
benefit of these public health services as the men are. Scolded nature, 
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patriarchal attitude and aggressiveness of male doctors are also equally 
responsible for gender discrimination in health sphere. In our society more 
preference is given to boys in comparison to girls. Parents are often careless 
about their girl's health. Better health care is provided to the boys. These are 
some of the reasons which are responsible for gender inequalit}' in Health 
Policies and programmes in our country. Gender inequality varies in rural and 
urban areas in context of health. Gender inequality in health is more obvious in 
rural areas in comparison to urban areas. Most of the women living in rural 
areas are not aware with the public health facilities available to them because 
of lack of education. Women living in urban areas are getting more benefit 
from public Health Policies and programmes in comparison to women living in 
rural areas. Most of the people living in urban areas are more flexible in socio-
culturai and religious practices in comparison to the people living in rural 
areas. Therefore, urban women comparatively are getting better health 
treatment. But some socio-cultural and religious practices are still working as 
hindrance in gender equality in health sphere, in both rural and urban areas. 
Therefore, these health policies and programmes are not as effective as are 
expected. 
Health Institutions and Services 
There are various health institutions, which provide health services at different 
levels m India. These health institutions are district hospitals at district level. 
Community Health Centers and Primary Health Centers at Block level, Sub-
Health Centers at village level. The National Rural Health Mission (2005-
99 
2012) seeks to provide effective health care to rural population throughout the 
country with special focus on 18 states, which have weak public health 
indicators and/or weak infrastructure. Before National Rural Heath Mission 
provision had been made for setting up ol' Indian Public Health Standards 
(IPHS) only for Community Health Centers (CHCs)/PHCs. But now the 
NRHM set up the IPHS at all levels i.e., Sub- Centers, PHCs, CHCs and 
district hospitals. There are Rogi Kalyan Samities for managing health 
facilities. The NRHM seeks to ensure the availability of requisite equipments 
and drugs at all the public health health care I'acilities '^. 
The issue of availability of critical manpower in the rural areas is proposed to 
be addressed through initiatives like introduction of a trained voluntary 
community Health Worker (ASHA) in every village of the 18 high focus states: 
Anmachal Pradesh, Assam, Bihar, Chhattisgarh, Himachal Pradesh, Jharkhand, 
Jammu and Kashmir, Manipur, Mizoram, Meghalaya, Madhya Pradesh, 
Nagaland, Orissa, Rajasthan, Sikkim, Tripura, Uttaranchal, and Uttar Pradesh. 
Additional ANM at each sub-centre, three staff nurses at the Primary Health 
Centres (PHC) to make them operational round the clock and additional 
specialists and paramedical staff at the Community Health Centres (CHC). The 
condition of local residency is proposed to ensure that the staffs stay at their 
place of posting. In the North-east, keeping in view the difficulty in availing 
services of doctors and specialists, the emphasis is on recruitment, training and 
skill upgradation of locally recruited ANMs /nurses /midwives / Para medics. It 
is also proposed to supplement the availability of critical manpower across the 
States through contractual appointment/local level engagement of medical and 
paramedical manpower upgrading and multi-skilling of the existing medical 
personnel. Innovations in Public private participation for service provision, 
franchising of service providers, licensing and training of Rural Medical 
Practitioners (RMP), rationalization of existing manpower are few of the 
innovations/options being explored. Stringent monitoring at all levels, 
involvement of the PRIs and monitoring by the Rogi Kalyan Samitis should 
ensure presence of doctors & Para medicals in the rural areas. Besides 
compulsory posting of Doctors in the rural iu-eas, better cadre management & 
personnel policies would also help to improve manpower availability . 
To make the health facilities more accountable, the Sub- Centers are proposed 
to be placed exclusively under the control of the Panchayat. The PHCs and 
CHCs are also managed by the Panchayat Block Samitis (PBS) and Rogi 
Kalyan Samitis (RKS). Among the Commimity Health Workers one female 
Accredited Social Health Activist (ASHA) is to be provided for every village 
with a population of 1000 (with provision for relaxation in the eight EAG 
States, Jammu and Kashmir and Assam) in each of the high focus states. She 
would be the link between the commimity and the health facility and would be 
the first port of call for any health related demand. Now imder the Mission, it is 
proposed to have an ASHA in all the 18 high focus States. Besides, it is also 
proposed to support ASHAs in tribal districts of all the remaining States. In 
case the other States would like to extend the scheme in remaining districts as 
well, it would be possible for them to do so under the RCH II. ASHAs along 
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with Anganwadi workers (AWW) & the Auxiliary Nurse Midwife (ANM), Self 
Help Groups & community based organizations, preraks of continuing 
education centers through their coordinated action at the village level & 
through combined organization of monthly Village Health, Nutrition & 
Sanitation day at the Anganwadi centers would be expected to bring about 
perceptible changes in the health status of the conununity^^. 
Levels of planning and key functionaries under NRHM are as villj^e level 
Health and Sanitation Committee would be responsible for Village Health 
Plans. ASHA, the Aanganwadi the Panchayat representative, the SHG leader, 
the PTA/MTA Secretary and local CBO representative would be key persons 
responsible for the household survey, the Village Health Register and the 
Village Health Plan^. 
The Gram Panchayat Level Health Plans, comprising a group of villages in 
many states and a single village in a tew, will be worked on at the Sub Health 
Centre Level. The Gram Panchayat Pradhan, the ANM, the MPW, a few 
Village Health & Sanitation Committee representatives will be responsible for 
the Gram Panchayat Health Plan. They will also be responsible for over view 
and support for the household survey, preparation of Village Health Registers 
and preparation of Village Health Plans- the Gram Panchayat /SHC level 
would also organize activities like health camps to facilitate the planning 
process^ .^ 
The Cluster level will be led by the PHC/Additional PHC Ordinarily there will 
be 1-4 Clusters in a Block. The PHC Health monitoring and planning 
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committee will facilitate plamiing inputs of Panchayat representatives, along 
with other inputs from the community to formulate a broad plan. In this context 
the Medical Officer in charge of PHC will work in close coordination with the 
Pradhan/s of the Gram Panchayat/s covered in that Cluster. The Cluster level 
would be responsible for over viewing the work of Gram Panchyat/s and for 
organizing surveys and activities through tlie SHCs. The Block/ CHC level 
monitoring and planning committee will review the Block Health Plan. The 
Adhyakisha of the Block Panchayat Samiti, the Block Medical Officer, the 
Block Development Officer, NGO/CBO representative, head of the CHC level 
Rogi Kalyan Samiti will be key members of this team. Additional social 
mobilization professionals and planning resource persons will also be 
contracted at ithe Block level to develop a good Resource team at that level. 
The Block level Health Mission Team will fmalize the Block Health Plans. The 
Block Health Teams would also supervise household and health facility 
surveys. They would also organize public hearings and health camps in order to 
make the planning process activity intensive^^. 
The District Level Health Mission will have a Health monitoring and planning 
Committee responsible of providing overall guidance and support to the 
planning process. A draft plan will be formulated by the District Health Team 
and presented for discussion to the broader committee. After relevant 
discussion and modifications in the committee, the disttict plan will be fmally 
streamlined by the District health team, which, besides a few existing 
government functionaries, the District Health Teams will also have NGO 
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representatives and a few professionals specially recruited to meet planning and 
implementation needs. The District Planning team will be responsible for 
household Surveys and Health facility surveys. They would also facilitate 
organization of health camps and public hearings in order to make the planning 
process activity intensive. The Zila Parishad Adhyaksha, the District Medical 
Officer, the District Magistrate would be key functionaries of the District 
Team. Every district health society would be assisted by a technical support 
agency, which they can choose from a jiimiber of options. Strategy for 
Technical Assistance for District Planning the State should harness all technical 
resources in the State for preparation of District Health Plans including 
development partners, department of community medicine in medical colleges, 
NGOs wifli expertise in this area etc. The State may also constitute a 10-15 
member District Plan Appraisal Team under the SHRC for appraisal of the 
Draft District Plan for checking Quality, Standards, normative criterions etc 
before it receives the formal approval of the District Health Mission and is sent 
to the State for approval. The State Resource Center also finalizes survey 
formats and formats for preparation of plans at various levels. It would also 
finalize with guidance and directives from the ministry, the criteria for 
prioritization and indication of resources likely to be available for each Block 
and convey these to the district these details as also help develop the fmancial 
norms in conformity with these guidelines and on the basis of inputs from 
Blocks and Districts". 
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Morbidity 
Frequency of disease or illness is called as morbidity. Women live longer than 
men, but, simultaneously, across the world women are sicker than men: women 
have both greater longevity and greater morbidity. Women make more visits to 
physicians; more visits to hospitals, more visits to emergency rooms and have 
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more surgical procedures than men, even after controlling for pregnancy . 
Women suffer from diseases like anaemia, hypertension and diabetes in great 
numbers. Reasons are undernourishment over work and hard life. Older women 
are more prone to hypertension and diabetes. In recent times the incidence of 
HIV infections is also increasing among women. 
Nutritional needs of women are not met mainly because of poverty but there 
are other factors also. Of these the most important is gender discrimination and 
secondary status of women in a patriarchal society. Women have been major 
food producers but their access to food is limited. Commercialization has 
reduced direct control over food supply for women. Deforestation and ban on 
tribal entry into forests has deprived women of many food products and 
nutrients. 
Causes of Gender Inequality in Morbidity: A small portion of 
women's excess morbidity is due to women's greater longevity: because 
women tend to live longer than men, more women than men suffer diseases of 
aging. The vast majority of gender differences in morbidity, however, can not 
be attributed to gender differences in longevity and instead are the result of 
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gender itself: around the globe, it is women's lives (how women are treated) 
that makes women sick and makes them sicker than men^'. Some of the ways 
in which gender causes women's excess morbidity are summarized below. 
1. Gender inequality in Amount of Food: In developed and developing 
nations alike, women are responsible for acquiring and cooking food yet often 
do not eat enough to sustain their health. In several of the developing countries 
in Asia, AMca, and the middle east, gh-ls and women are not allowed to eat as 
much as boys and men throughout their lives. Consequently, the childhood 
mortality rate for girls significantly exceeds that of boys in such nations, and 
hence there are more men than women in the population^. 
India is home to the greatest population of severely malnourished children in 
the world. Four hundred million children suffer daily, which is greater problem 
than in Sub - Saharan AMca. Childhood malnutrition is a massive crisis caused 
by a combination of factors including inadequate or inappropriate food intake, 
childhood diseases, harmful childcare practices and improper care during 
ilbiess: ail contributing to poor health and millions of deaths annually. It affects 
growth potential and the risk of mortality and morbidity in later years of life. 
Substantial improvements have been made in health and well being since 
India's independence in 1947 but still more than half of all children under the 
age of four are malnourished, 30 percent of newborns are significantly 
underweight, and 60 percent of women are anaemic. The early years of life are 
the most crucial because it is when the body develops the most mentally and 
physically and is most vulnerable to disease and illness. The children of India 
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are malnourished because of factors attributed to overpopulation, poverty, and 
destruction of the environment, lack of education, gender inequality and 
accessible medical care. 
Gender inequality places women, the primary care givers of their children; at a 
lower social status than men and causes them to suffer more because they are 
last to eat and considered less important continuing the cycle of poverty and 
malnourishment. Traditionally men have been the primary breadwinners 
responsible for financially supporting their families, although many women, 
especially in rural areas contribute to the family's income. Women are laigely 
responsible for maintaining the household and caring for the children and 
elderly relations, even if they have careers. 
Women and those living in poverty especially in developing countries are at 
high risk of malnutrition. Those who live in rural environments have less 
access to markets in town where there are a variety of foods and nutrients. 
They also have less access to health care with transportation being limited as 
well as public aid. 400 million people are living below the poverty line and 75 
percent of them live in rural areas. Women are at a lower social level than men 
and therefore are at a greater risk because they are not valued equally. Women 
must wait for their family to finish meals belbre they can eat and are not at the 
same priority level as males when it comes to healthcare and nutrition. Women 
especially need a nutritious diet because they lose iron during menstruation and 
support their children during pregnancy and since they lack education and 
audiority, their children suffer because they can not properly care for them. It is 
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proven that females with less education are more susceptible to raising 
malnourished children as well as larger families who have competition for food 
and a greater cost for living. 
2. Gender Inequality in Amount of work: the sphere of work is one 
area where women's actual economic participation exceeds that of men in most 
cases. Yet one of the most widespread presumptions in the description and 
analysis of labour force data - especially in relation to employment policy and 
programme - is the denoting of women's economic roles as supplementary, 
subsidiary or secondary. The prescription has its base not only in mythology -
patriarchal attitudes to the roles of women, that whatever they do, it can only be 
subordinate in status to men's roles - but also in the methodology which 
generates the facts. The link between the two, the mythology and the 
methodology is obvious. It also has its base in reality, in that women and girls 
are uniquely engaged in household chores or domestic activity and many 
similarly supportive activities as well as in production of goods and services 
which are usually the lowest skilled; lowest paid and predominantly household 
or household proximate^'. 
Women's work is intimately connected with the domestic unit. Biologically the 
responsibility for reproduction is placed on women and socio cultural norms 
assign the tasks of nurturing and caring for children to them. Further, 
patriarchal ideology determines a pattern of sexual division of labour: under 
this the prime responsibility of caring for all members, men, children, the aged 
and the ills falls on women". 
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Women work in the household often goes unaccounted (Deshmukh 2005). The 
invisibility of many of women's economic activities is noteworthy. Women 
remain responsible for most housework, which goes unmeasured by the 
prevailing system of national accounts. Women, indeed, perform a lot of tasks 
and often work for more hours than their male counterparts do in a given time 
period. A major part of the work they do within the family does not get counted 
as they are not paid for it. Over and above this unpaid work, they have the 
responsibilities of caring for the household which involves cooking, cleaning, 
fetching water, fiiel and fodder for the cattle, protecting the environment and 
providing voluntary assistance to vulnerable and disadvantaged individuals and 
groups". 
Women constitute 48.2 percent of the total population and the women workers 
constitute 25.68 percent of the total workforce in the country (census 2001). 
According to National Perspective Plan only 14 percent of women are in ftill 
employment Nearly 90 percent of these are in unorganized sector, of these 83 
percent are in agriculture and construction work. Below 8 percent are in 
organized sector. The number of working women as percentage of total 
working age group has been declining and is more or less stagnant in the recent 
two decades. Even within the organized sector, 90 percent of women are 
employed in unskilled or semi skilled jobs. The organized sector in India, 
which consists of public sector and non-agricultural private sector 
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establishments, absorbs a very small percent (Kumar, 2005). Recent NSSO 
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data indicate the trend of slower growth in the organized sector employment 
64 
VIZ a viz-unorganized sector employment . 
Thus we can say that the women work longer hours and their work is arduous 
than men's. Women work roughly twice as many hours as men. Women's 
contribution to agriculture - whether it be subsistence farming or commercial 
agriculture - when measured in terms of the number of tasks performed and 
time spent is greater than men. Women bear a triple burden of reproduction, 
production and domestic work. 
A large number of women workers complain of frequent headaches, back pain, 
circulatory disorders, fatigue and emotional and mental disorders, due to 
overwork. Poor nutritional status, anaemia due to poverty and the cultural 
practices where women eat last and the increased workload due to domestic 
responsibilities, leads to fatigue among women, worry, responsibility, strong 
emotions, concentrated attention or precision required by some jobs like 
embroidery, assembly of electronic appliances, setting of gems, jewellery etc., 
and exhaustion caused by intellectual or mental activities also produce fatigue. 
Lack of basic facilities like toilets, rest rooms, dining spaces etc. at the work 
place cause a lot of physical discomfort and mental stress besides leading to 
urinary tract infections and other diseases, particularly among pregnant women. 
Women working in some industries like construction, brick kibs electronics 
industry etc. suffer from gynaelogical problems, miscarriages, premature 
deliveries etc. and give birth to babies with low birth weight or with birth 
defects". 
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Unemployment, underemployment and temporary work are more common 
among women than among men. With no social security or heath care benefits, 
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the work - related illnesses, which they suffer from, remain hidden. As per 
available research, unemployment is harmful to heath and constitutes a serious 
risk for the worker's emotional stability, because it leads to poverty, 
deteriorates self-image and self-esteem. A large number of women workers 
complain of symptoms such as irritability, mood swings and depression, 
sadness and concentration problems, which very often is related to their type of 
work and work conditions^, 
3. Gender Inequality in Sterilization: sterilization is one of the most 
common methods used worldwide to prevent pregnancy. Sterilizing a man is 
inexpensive, easy, and does not pose a tlireat to the man's life, whereas 
sterilizing a woman is expensive, difficult and dangerous: women are five 
times more likely than men to die from sterilization and are five times more 
likely to exhibit long - term morbidity as a result of the operation. Nonetheless, 
around the world women are far more likely than men to be sterilized - with 
the exception of some countries, where sterilization rates are equal by gender. 
Women are often are coerced by men and by physicians into being sterilized, 
and in many cases they are sterilized without their knowledge or consent^'. 
4. Violence against Women: Violence is a widespread and growing 
problem in practically all societies. It takes many forms, and occurs in all 
settings: at work, in the home, in the streets and the community at large. It 
Ill 
affects both males and females of all ages, particularly young people. However 
there are important differences between women and men in the forms, the 
nature and the consequences of violence. Most violence is perpetrated by men, 
whatever the sex and age of the victim. Most significant is the fact that women 
and girls experience violence primarily at the hands of men they know and 
within the so-called 'safe haven' of the home and family . 
Violence against women is a complex and multidimensional problem. There 
are factors at the individual, household and societal level that put women at risk 
or alternatively may help to reduce the risk of violence. It is embedded within 
social and cultural norms that perpetuate inequality between women and men, 
and condone or even encourage discrimination against women, including the 
chastisement of women by men and others. Domestic violence in particular is 
the epitome of unequal power relationships between women and men^'. 
Violence against women affects all spheres of women's lives: their autonomy, 
their productivity, their capacity to care for themselves and their children, and 
their quality of life. It increases their risk for a wide range of negative health 
outcomes and even death. Violence against women or gender-based violence 
can take many forms. It includes domestic violence, forced sex and other forms 
of sexual violence, trafficking of women as well as other forms that are specific 
to certain countries such as dowry related deaths, female genital mutilation and 
other traditional harmful practices'^ 
The consequences of violence against women are far reaching. It impacts on 
all aspects of women's lives, tiieir health and that of tiieir children, and also on 
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broader society. Violence against women, particularly domestic violence and 
sexual abuse, has been associated with many negative health consequences 
which include: injuries (ranging from cuts and bruises to severe injuries leading 
to permanent disabilities such as loss of hearing); sexually transmitted diseases; 
HTV/AIDS; unwanted pregnancy; gynaecological problems; chronic pelvic 
pain, sometimes associated with pelvic inflammatory disease; hypertension; 
depression; anxiety disorders; post-traumatic stress disorder; headaches; 
irritable bowel syndrome and various psychosomatic manifestations . 
Violence is increasingly recognized as a cause of injury among women, but its 
impact on women's mental health and on their sexual and reproductive health 
is less well recognized. Forced sex, whether by a partner or a stranger, can 
directly lead to an unwanted pregnancy or a sexually transmitted infection, 
including HIV/AIDS. Violence and/or feai- of violence can also indirectly 
affect sexual and reproductive health, as they impact on women's ability to 
negotiate safer sex, including use of condoms, and their use of contraception^^. 
Dowry deaths, rapes, molestations and other crimes against women are 
commonplace even amongst the socio-economic elite in India. But what lends 
this scenario a surreal twist are the shocking findings of the latest National 
Family Health Survey (NFHS), a pan-India survey conducted by 18 research 
organizations, according to which a whopping 37.2 per cent of married Indian 
women regularly experience spousal violence. The National Crime Records 
Bureau (NCRB) reports that from an average of 125 women who faced 
domestic violence everyday in India in 2000, the number has reached up to 160 
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in 2005. Also, more than 19 Indian women are killed for dowry everyday, 50 
are raped and 480 subjected to molestation and abduction. The Bureau stated 
that 45 per cent of Indian women are slapped, kicked or beaten by their 
spouses'^. 
Mortality: A large difference in mortality of female children compared to the 
mortality of male children indicates gender discrimination in access to the right 
to live. Excess male mortality is the biological norm and characterizes most 
developed and under developed countries. Thus persistent excess mortality 
among females would surest that females are undervalued relative to males. 
Excess female mortality is rooted in economic and socio - cultural factors. 
Child mortality in present day India, where excess female mortality in several 
regions is so great that females are seen as being endangered and millions are 
missing. 
Improvements in living conditions and in the availability of medical facilities 
throughout the coimtiy over the past half a century or more has led to greater 
survival of both males and females and has not only narrowed down the gap 
but has also reversed the trend in recent years as is reflected in the life 
expectancy at birth (Table 6). In fact, the diflbrence between female - male life 
expectancy has been rismg since 1981-1985 (centered at 1983) onward, the 
difference now being of 1.4 years for the 1993 - 97 periods centered at 1995. 
At the state level, Bihar, Orissa and Uttar Pradesh continued to have higher 
male life expectancy than that of females. In contrast, all the four Southern 
Indian States - Andhra Pradesh, Kamataka, Kerala and Tamil Nadu- had 
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female life expectancy at birth higher than male life expectancy by at least two 
years. Gujarat and Maharashtra have also registered significant improvement in 
female life expectancy over that of males . 
Table 6 
Life Expectancy at Birth by Gender, India, 1970-1975 to 1993-97 
Year 
1970-75 
1976-80 
1981-85 
1986-90 
1987-91 
1988-92 
1989-93 
1990-94 
1991-95 
1992-96 
1993-97 
Males 
50.5 
52.5 
55.4 
57.7 
58.1 
58.6 
59.0 
59.4 
59.7 
60.0 
60.4 
Females 
49.0 
52.1 
55.7 
58.1 
58.6 
59.0 
59,7 
60.4 
60.9 
DifFerence(f-m) 
-1.5 
-0.4 
+0.3 
+0.4 
+0.5 
+0.4 
+0.7 
+1.0 
+1.2 
61.4 +1.3 
61.8 +1.4 
Source: RGI 1998: 3; unpublished data for 1992-96 and 1993-97 from the office of 
the Registrar General, India. 
In fact, the difference between female - male life expectancy has been rising 
since 1981-1985 (centered at 1983) onward, the difference now being of 1.4 
years for the 1993 - 97 periods centered at 1995. At the state level, Bihar, 
Orissa and Uttar Pradesh continued to have higher male life expectancy tfian 
that of females. In contrast, all the four Southern Indian States - Andhra 
Pradesh, Kamataka, Kerala and Tamil Nadu- had female life expectancy at 
birth higher than male life expectancy by at least two years. Gujarat and 
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Maharashtra have also registered significant improvement in female life 
expectancy over that of males . 
Sexwise crude death rate (Table 7) indicates that the male mortality has been 
higher than female mortality during the 1980s and the 1990s. Moreover, the 
differential in male - female death rate has increased in favour of females. The 
data presented in table 6 and Table 7 clearly indicate that in recent years not 
only has the female disadvantage been wiped out, there is a greater reduction in 
female mortality; consequently, this has, at least to a certain extent, helped in 
changing the sex ratio in favor of females during the 1990s, and this is borne 
out by the improvement in overall sex ratio in the country . 
Table 7 
Crude Death Rates by sex and sex ratio (Males per 100 Females) among Total 
Deaths, India, 1983-1993 
Period 
1983-87 
1984-88 
1985-89 
1986-90 
1987-91 
1988-92 
1989-93 
1995-97 
1996-98 
1997-99 
1999 
Death Rates by Sex 
Total 
11.7 
11.5 
11.0 
10.6 
10.3 
10.2 
9.8 
9.0 
9.0 
8.9 
8.7 
Male 
11.6 
11.4 
11.0 
10.6 
10.4 
10.2 
9.9 
9.2 
9.2 
9.1 
9.0 
Male -Female Difference 
Female 
11.8 
11.6 
11.0 
10.6 
10.3 
10.1 
9.7 
8.7 
8.8 
8.6 
8.3 
-0.2 
-0.2 
0.0 
0.0 
0.1 
0.1 
0.2 
0.5 
0.4 
0.5 
0.7 
— 
— 
-
Source: Registrar General, India (1999), SRS Bulletin (Api il 2001) 
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Disparities in Infant and Child Mortality: In examining child sex 
ratio (Table 8) one should, however, concentrate on infant and child mortality 
since they affect the child survival the most. It is sad that while the ove'rall 
mortality differential has become favourable to females, the available data 
suggest that the girl child has continued to suffer more in this regard (Table 9). 
At the national level there have been a few years when infant mortality rate for 
females has been lower tiian males but it has been mostly higher for example, 
between 1995 and 1999 the female infant mortality rate has been higher by a 
couple of points than male infant mortality rate. The female age specific death 
rates (ASDRs) for the age group 0-4 and 5-9 have also remained higher all the 
years firom 1984 to 1999. It is noteworthy that the 1984-1990 data relate to the 
period when children age 0-6 counted in 1991 census were bom. Similarly, the 
data for the period 1994-1999 relate to the period when children aged 1-6 were 
bom '^*. 
117 
Table 8 
Child Sex Ratio (Girls per 1,000 boys Aged 0-6), 1991-2001 
India/ states 
India 
1. Andhra Pradesh 
2. Bihar 
3. Gujarat 
4, Haryana 
S. Kamataka 
6. Kerala 
7. Madhya Pradesh 
^i^eaT" 
1991 
2001 ^ 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
Sex Ratio 
945 
927 
975 
964 
953 
938 
928 
878 
879 
820 
960 
949 
958 
963 
941 
929 
States/ UT 
8. Mahar.ishtra 
9. Orissa 
10. Punjab 
ll.Rajasthan 
12. Tamil Nadu 
13. Uttar Pradesh 
, 
14. West Bengal 
i 
15. Delhi 
Year 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
1991 
2001 
Sex Ratio 
946 
917 
" ,967 
950 
i875 
793 
1916 
j909 
9^48 
|939 
•927 
|916 
967 
963 
1915 
;865 
Note: since three new states- Jharkhand, Chhattisgait and Uttaranchai-have been carved out of the 
erstwhile states of Bihar, Madhya Pradesh, respectively, the 1991 child sex ratios for the parent states 
have been given according to their new area to bring comparability with the 2001 census figures. The 
earlier figures for those states were 959,952 and 928, respectively. 
Source: Census of India 1991(1993:13); Census of India (2001:92-94). 
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Table 9 
Infant Mortality Rate and Death Rates in the Age Group 0-4 and 5-9 
by Gender India, 1984-1998 
Year Infant Mortality Rate ASDR-04 
Males Males JDifference {Males tpemales Difference 
1990 78 81 ;-3 
1991 81 80 il 
1992 79 80 i-1 
1993 73 '75 \-2 
1994 ;75 ;73 
1995 73 76 
1996 171 ;73 
1997 70 72 
1998 170 ;73 
1999 i69.8 ,70.8 
NA - not available 
2 
-3 
-2 
-2 
-3 
-1 
24.8 27.9 -3.1 
25.6 ;27.5 -1.9 
24.9 |28.2 -3.3 
22.7 !24.8 -2.1 
23.6 |24.2 -0.6 
23.2 ;25.3 -2.1 
22.2 j24.6 -3.4 
21.8 .24.5 -2.7 
21.0 '24. l" -3.1 
NA jNA NA 
ASDR-5-9 
Males 'Females ^Difference 
2.3 ,2.8 -0.5 
2.6 ,2.9 -0.3 
2.4 |3.3 , -0.9 
2.0 2.5 -0.5 
1.9 j2.3 i-0.4 
2.2 |2.7 -0.5 
2.0 j2.7 1 -0.7 
1.8 12.4 1-0.6 
2.1 |2.4 i-0.3 
NA i NA s NA 
Source: Registrar General, India (1999), SRS Bulletin (Api il 2001). 
Thus while there has been improvement in overall female mortality over time, 
the discrimination against the girl child has continued in the Indian society. 
There is no clear pattern in the differences between the female- male infant 
mortality rate or ASDRs. Hence, part of the decline m child sex ratio seems to 
be resuh of this discrimination. It would, however be necessary to examine 
state level data on infant mortality rate, and age specific mortality rates for 0-4 
and 5-9 age groups. The year-to-year data relating to infant and child mortality 
rates have wide sampling fluctuations even in case of bigger states. Five year 
moving averages have been computed for a discern the pattern (Appendix 
Table). While a general pattern of decline in the difference in female- male 
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ASDR is observed, Bihar, Haryana, Madhya Pradesh along with Gujarat have 
continued to have high female - male ASDR differentials in 0-4 age group. It is 
heartening to note that this differential was not found in all the four Southern 
Indian States as also in Assam, Himachal Pradesh, Maharashtra, orissa and 
West Bengal. This implies that the sex differential in providing medical 
treatment to girls in these nine states has almost wiped off''. 
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Appendix Table 
Five -Year Moving Averages of Age - Specific Death Rates in 
Age Group 0-4 and 5-9 by Sox and Difference Between Female 
and Male Rates, India and States 
State 
India Male 
Female 
Difference (f-m) 
Andlira Pradesh Male 
Female 
Assam 
Difference (f-m) 
Male 
Age 
Group 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 ~1 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
1990 
27.1 
2.6 
30.1 
3.1 
2.9 
0.6 
22.5 
2.0 
24.6 
2.0 
2.1 
0.0 
31.6 
4.0 
1991 
25.3 
2.4 
28.0 
2.9 
2.7 
0.6 
20.7 
1.8 
22.8 
1.9 
2.0 
0.1 
30.4 
3.8 
1992 
24.3 
2.2 
26.5 
2.8 
2.2 
0.5 
20.2 
1.8 
21.8 
1.7 
1.6 
-0.1 
29.7 
3.5 
1993 
24.0 
2.2 
26.0 
2.7 
2.0 
0.5 
20.0 
1.6 
19.6 
1.6 
-0.4 
0.0 
29.4 
3.2 
1994 
23.3 
2.1 
25.6 
2.7 
2.3 
0.6 
19.1 
1.5 
18.2 
1.5 
-0.9 
-0.1 
27.1 
3.0 
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Female 
Difference (f-m) 
Bihar Male 
Female 
Difference (f-m) 
Gujarat Male 
Female 
Difference (f-m) 
Haiyana Male 
Female 
Difference (f-m) 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
31.7 
5.2 
0.1 
1.1 
26.9 
3.6 
32.0 
4.7 
5.1 
1.1 
25.4 
2.2 
30.1 
3.1 
4.7 
0.9 
21.6 
1.6 
27.2 
1.4 
5.5 
-0.2 
29.9 
4.9 
-0.5 
1.0 
24.6 
3.2 
29.2 
4.6 
4.6 
1.3 
23.6 
2.0 
28.0 
2.9 
4.4 
1.0 
20.1 
1.4 
25.0 
1.4 
4.9 
0.1 
28.7 
4.9 
-1.1 
1.4 
23.6 
3.0 
26.9 
4.1 
3.4 
1.1 
22.6 
1.8 
26.5 
2,8 
4.0 
0.9 
19.7 
1.4 
24.8 
1.4 
5.1 
0.0 
27.5 
4.4 
-1.8 
1.2 
23.7 
3.3 
27.6 
4.4 
3.9 
1.1 
21.3 
1.5 
26.0 
2.7 
4.8 
1.2 
19.9 
1.5 
25.0 
1.6 
5.1 
0.1 
26.3 
3.9 
-0.8 
0.9 
24.5 
3.3 
28.9 
4.4 
4.3 
1.1 
20.3 
1.5 
25.6 
2.7 
5.3 
1.2 
19.5 
1.4 
25.5 
1.9 
6.0 
0.5 
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Himachal Pradesh Male 
Female 
Difference (f-m) 
Kamataka Male 
Female 
Difference (f-m) 
Kerala Male 
Female 
Difference (f-m) 
Madhya Pradesh Male 
Female 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
18.8 
1.1 
20.4 
1.7 
1.6 
0.6 
23.9 
1.5 
22.5 
1.9 
-1.4 
0.3 
5.8 
0.7 
5.8 
0.7 
0.0 
0.0 
41.3 
3.7 
48.6 
4.4 
17.5 
0.9 
18.7 
1.7 
1.2 
0.8 
22.9 
1.5 
22.0 
1.8 
-0.9 
0.3 
5.0 
0.6 
5.0 
0.6 
0.0 
0.0 
38.5 
3.2 
47.6 
4.3 
17.5 
0.6 
17.3 
1.7 
-0.3 
1.1 
21.6 
1.4 
20.3 
1.7 
-1.3 
0.2 
4.4 
0.5 
5.4 
0.5 
0.0 
0.0 
37.3 
3.1 
45.6 
4.1 
18.1 
1.1 
16.3 
1.9 
-1.8 
0.8 
20.9 
1.5 
20.0 
1.5 
-0.9 
0.0 
4.3 
0.6 
4.3 
0.6 
0.0 
0.0 
36.2 
3.2 
42.7 
3.8 
16.8 1 
1.1 
17.0 
1.8 
0.2 
0.7 
19.3 
1.2 
18.7 
1.4 
-0.6 
0.1 
4.2 
0.6 
4.2 
0.6 
0.0 
0.0 
34.0 
2.9 
40.4 
3.6 
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Maharashtra 
Orissa 
Punjab 
Rajasthan 
Difference (f-m) 
Male 
Female 
Difference (f-m) 
Male 
Female 
Difference (f-m) 
Male 
Female 
Difference (f-m) 
Male 
• 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
7.4 
0.8 
17.8 
1.3 
17.8 
1.8 
0.1 
0.5 
36.5 
2.9 
37.6 
3.4 
1.0 
0.5 
17.6 
1.1 
20.9 
1.3 
3.3 
0.2 
33.4 
3.0 
9.1 
1.2 
15.9 
1.3 
16.4 
1.8 
0.5 
0.5 
36.0 
3.0 
36.7 
3.5 
0.8 
0.4 
16.9 
1.0 
19.5 
1.4 
2.6 
0.4 
29.1 
2.5 
8.3 
l.l 
15.3 
1.3 
15.6 
1.6 
0.3 
0.3 
34.4 
2.9 
35.0 
3.0 
0.6 
0.1 
15.2 
0.8 
18.8 
1.5 
3.6 
0.7 
27.8 
2.1 
6.5 
0.6 
15.1 
1.2 
15.1 
1.5 
0.0 
0.3 
33.8 
2.9 
34.2 
2.9 
0.4 
0.0 
15.2 
0.7 
17.4 
1.3 
2.2 
0.6 
28.2 
2.0 
6.4 
0.7 
14.4 
1.2 
14 6 
1.4 
0.1 
0.3 
32.4 
2.6 
32.2 
2.7 
-0.2 
0.1 
14.6 
0.8 
17.3 
1.3 
2.7 
0.5 
28.3 
1.7 
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Tamil Nadu 
Uttar Pradesh 
West Bengal 
Female 
Difference (f-m) 
Male 
Female 
Differences (f-m) 
Male 
Female 
Difference (f-m) 
Male 
Female 
Difference (f-m) 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
0-4 
5-9 
39.5 
3.9 
6.2 
0.9 
17.6 
1.8 
18.6 
1.8 
1.1 
-0.1 
35.8 
3.2 
43.9 
4.7 
8.1 
1.5 
20.6 
2.1 
20.6 
2.3 
0.0 
0.2 
33.5 
3.3 
4.5 
0.8 
16.3 
1.8 
16.7 
1.6 
0,4 
-0.2 
33.0 
3.0 
41.2 
4.4 
8.3 
1.4 
19.5 
2.1 
19.5 
2.2 
0.0 
0.1 
31.4 
2.9 
3.6 
0.9 
15.0 
1.8 
15.1 
1.5 
0.1 
-0.3 
31.9 
2.9 
38.9 
4.2 
7.0 
1.2 
18.7 
1.9 
19.5 
2.1 
0.8 
0.2 
30.9 
2.6 
2.6 
0.6 
14.6 
1.7 
14.5 
1.5 
-0.1 
-0.3 
31.1 
2.8 
37.4 
4.0 
6.3 
1.2 
18.4 
1.9 
19.4 
2.2 
0.9 
0.3 
30.9 
2.4 
2.6 
0.7 
13.8 
1.4 
14.0 
1.2 
0.2 
-0.2 
30.0 
2.7 
36.7 
4.0 
6.7 
1.3 
18.1 
1.7 
18.7 
2.1 
0.7 
0.3 
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Maternal Mortality: Death of women during or soon after pregnancy is 
termed as maternal mortality. Maternal mortality rates account for a significant 
proportion of women's mortality. In India maternal mortality rate (MMR), 
which is calculated as the number of maternal deaths per 100,000 live births, is 
among the highest in the world and has worsened in the recent years. As per the 
NFHS- 2, the maternal mortality rate has gone up from 424 in 1992-1993 to 
540 in 1998. More than eighty thousand women die in India every year during 
childbirth. There is a wide range of variation in Maternal Mortality Rate across 
regions and states- from 28 in Gujarat to 707 in Uttar Pradesh'*. 
Maternal Mortality Rate for India and Larger States 1998 
3 I S 1 -^ 6 S 
" S 5 
5 2 I "^  I 
States 
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In only 20 percent of births, Indian mothers receive ail the required antenatal 
care components that is, three or more antenatal check ups, two or more tetanus 
toxoid injections, and folic acid tablets or syrup for three or more months. 
There is substantial variation depending on which state the mothers belong to. 
In Kerala and Goa, antenatal care of all kinds is available in 65 percent and 61 
percent of births respectively. At the low antenatal care level, mothers in Uttar 
Pradesh have these benefits only in 4 percent births. Other states where 
performance is almost as poor as Uttar Pradesh are Bihar, Rajasthan and 
Nagaland where only 6 to 9 percent of women received the required 
components of antenatal care''. 
States Below India level Based on Antenatal care received 
States 
127 
In India, most deliveries take place at home without professional assistance 
often under unhygienic surroundings. In l')98-1999, 42 percent deliveliries 
were assisted by a health professional and only 34 percent of births took place 
in a medical institution. The performance oJ* kerala and Goa surpass all other 
states in terms of delivery care, witli over 90 percent deliveries taking place in 
medical institutions with a similarly high percentage of births being assisted by 
a health professional. By contrast, in Nagahmd, Bihar and Uttar Pradesh only 
12-16 percent of births are in medical institutions and in Meghalaya, Assam, 
Uttar Pradesh and Bihar only 21-23 jjer cent deliveries are assisted by a health 
professional*". 
The states which are identified for consislaitly poor performance (below the 
national average) on all the five safe motherhood indicators include Arunachal 
Pradesh, Bihar, Madhya Pradesh, Rajasthan and Uttar Pradesh*' 
Professor Amartya Sen's View on Mortality and Natality 
Inequality 
Indeed, in the scale of mortality inequality, India is close to the bottom of the 
league in gender disparity. And in India female mortality rates are very 
significantly higher than the mortJility rates of men (in the respective age 
groups). This type of gender inequality need aot entail any consciom homicide, 
and it would be a mistake to try to explain this large phenomenon by invoking 
the occasional cases of female infanticide that are reported from China or India; 
these are truly dreadful events when they occur, but they are relatively rare. 
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Rather, the mortality disadvantage of women works mainly through a 
widespread neglect of health, nutrition and other interests of women that 
influence survival. It is sometimes presumed that there are more women than 
men in the world. But it is true for Europe and North America where female 
ratio is greater than male ratio. But, if we through the light on overall 
population of the world we fmd that women do not outnumber men in the 
world as a whole. Indeed there are only about 98 women per 100 men on the 
globe. This "shortfall" of women is most acute in Asia and North Africa. For 
example, the number of females per 100 males in the total population is 97 in 
Egypt and Iran, 95 in Bangladesh and Turkey, 94 in China, 93 in India and 
Pakistan, and 84 in Saudi Arabia. It has been widely observed that given 
similar health care and nutrition, women tend typically to have lower age 
specific mortality rates than men do. Indeed, even female foetuses tend to have 
a lower probability of miscarriage than male foetuses have. Everywhere in the 
world, more male babies are bom than female babies (and an even higher 
proportion of male foetuses are conceived compared with female foetuses), but 
throughout their respective lives the proportion of males goes on falling as we 
move to higher and higher age groups, due to typically greater male mortality 
rates. Almost in all parts of India, women receive less attention and health care 
than men do, and particularly girls often receive very much less support than 
boys. As a result of this gender bias, the mortality rates of females often exceed 
those of males in these countries. The concept of "missing women" was 
devised to give some idea of the enormity of the phenomenon of women's 
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adversity in mortality by focusing on the women who are simply not there, due 
to unusually high mortality compared with male mortality rates. The basic idea 
is to find some rough and ready way to understand the quantitative difference 
between (1) the actual number of women in these countries, and (2) the number 
we could expect to see if the gender pattern of mortality were similar in these 
countries as in other regions of the world tliat do not have a significant bias 
against women in terms of health care and other attentions relevant for 
survival. For example, if we take the ratio of women to men in sub-Saharan 
Afiica as the standard (there is relatively little bias against women in terms of 
health care, social status and mortality rates in sub-Saharan Africa, even though 
the absolute numbers are quite dreadful for both men and women), then its 
female-male ratio of 1.022 can be used to calculate the number of missing 
women in women-short countries. For example, with India's female-male ratio 
of 0.93; there is a total difference of 9 per cent (of the male population) 
between that ratio and the standard used for comparison, namely, the sub-
Saharan African ratio of 1.022. This yielded a figure of 37 million missing 
women aheady in 1986. Using the same sub-Saharan standard, China had 44 
million missing women and it was evident that for ttie world as a whole the 
magnitude of shortfall easily exceeded 100 million. Other standards and 
different procedures can also be used, as has been done by Anshley Coale and 
Stephan Klasen, getting somewhat different numbers, but invariably very large 
ones (Klasen's total number is about 80 million missing women). Gender bias 
in mortality does take an astonishingly heavy toll. How can this be reversed? 
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Some economic models have tended to relate the neglect of women to the lack 
of economic empowerment of women. While Ester Boserup, an early feminist 
economist, discussed how the status and standing of women are enhanced by 
economic independence (such as gainful employment), others have tried to link 
the neglect of girls to the higher economic returns for the family from boys 
compared with girls. Professor Amartya Sen believe the former line of 
reasoning, which takes fuller note of social considerations that take us beyond 
any hard-headed calculation of relative returns from rearing girls vis-^-vis 
boys, is both appropriately broader and more promising, but no matter which 
interpretation is taken, women's gainful employment, especially in more 
rewarding occupations, clearly does play a role in improving the deal that 
women and girls get. And so does women's literacy, and other factors that can 
be seen as adding to the status, standing and voice of women in family 
decisions. An example in this context is the experience of the State of Kerala in 
India, which provides a sharp contrast with many other parts of the country in 
having little or no gender bias in mortality. Indeed, not only is the life 
expectancy of Kerala women at birth above 76 (compared with 70 for men), the 
female-male ratio of Kerala's population is J.06 according to the 2001 Census 
(possibly somewhat raised by greater migration for woric by men, but certainly 
no lower than the West European or North American ratios, which are around 
1.05 or so). With its 30 million population, Kerala's example also involves a 
fair number of people. The causal variables related to women's empowerment 
can be seen as playing a role here, since Kerala has a very high level of 
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women's literacy (nearly universal for the younger age groups), and also much 
more access for women to well paid and well respected jobs. One of the other 
influences of women's empowerment, namely a fertility decline, is also 
observed in Kerala, where the fertility rate has fallen very fast (much faster, 
incidentally, than China, despite the rigours of Chinese coercive measures in 
birth control), and Kerala's present fertility rate around 1.7 or 1.8 (roughly 
interpretable as an avenge of 1.7 or 1.8 children per couple) is one of the 
lowest in the developing world (about the same as m Britain and France, and 
much lower than in the United States). All these observations link with each 
other very well in a harmonious causal story. However, there is further need for 
causal discrimination in interpreting Kerala's experience. There are other 
special features of Kerala which may also be relevant, such as female 
ownership of property for an influential part of the Hindu population (the 
Nairs), openness to and interaction with the outside world (with the presence of 
Christians - about a fifth of the population - who have been much longer in 
4 
Kerala - since around the fourth century - than they have been in, say, Britain, 
not to mention Jews who came to Kerala shortly after the fall of Jerusalem), 
and activist left-wing politics with a particularly egalitarian commitment, 
which has tended to focus strongly on issues of equity (not only between 
classes and castes, but also between women and men) . 
Natality Inequality 
Natality inequality has been brought out particularly sharply by the early 
results of the 2001 decennial national Census of India. Early results indicate 
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that even though the overall female to male ratio has improved slightly for the 
country as a whole (with a corresponding reduction of the proportion of 
"missing women"), the female-male ratio for children has had a substantial 
decline. For India as a whole, the female-male ratio of the population under age 
6 has fallen from 94.5 girls for hundred boys in 1991 to 92.7 girls per hundred 
boys in 2001. While there has been no such decline in some parts of the 
country (most notably Kerala), it has fallen very sharply in others, such as 
Punjab, Haryana, Gujarat and Maharashtra, which are among the richer Indian 
States*^ 
Taking together all the evidence that exists, it is clear that this change reflects 
not a rise in female child mortality, but a fall in female births vis-a-vis male 
births, and is almost certainly connected with increased availability and use of 
gender determination of foetuses. Fearing that sex-selective abortion might 
occur in India, the Indian Parliament banned some years ago the use of sex 
determination techniques for foetuses, except when it is a by-product of other 
necessary medical investigation. But it appears that the enforcement of this law 
has been comprehensively neglected, and when questioned by Celia Dugger, 
the energetic correspondent of The New York Times, the police often cited 
difiRculties in achieving successful prosecution thanks to the reluctance of 
mothers to give evidence of use of such techniques. The reluctance of the 
mothers to give evidence brings out perhaps the most disturbing aspect of this 
natality inequality, to wit, the "son preference" that many Indian mothers 
themselves seem to have. This face of gender inequality carmot, therefore, be 
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removed, at least in the short run, by the enhancement of women's 
empowerment and agency, since that agency is itself an integral part of the 
cause of natality inequality. Policy initiatives have to take adequate note of the 
fact that the pattern of gender inequality seems to be shifting in India, right at 
this time, from mortality inequality (the female life expectancy at birth is by 
now two years higher than male life expectancy in India) to natality 
inequality* .^ 
Indeed, there is clear evidence that traditional routes of changing gender 
inequality, through using public policy to influence female education and 
female economic participation, may not serve as a path to the removal of 
natality inequality. A sharp pointer in that direction comes from countries in 
East Asia, which all have high levels of female education and economic 
participation. Despite these achievements, compared with tiie biologically 
common ratio across the world of 95 girls being bom per hundred boys, 
Singapore and Taiwan have 92 girls. South Korea only 88, and China a mere 
86. In fact. South Korea's overall female-male ratio for children is also a 
meager 88 girls for 100 boys and China's 85 girls for 100 boys. In comparison, 
the Indian ratio of 92.7 girls for 100 boys (though lower than its previous figure 
of 94.5) still looks far less unfavourable. However; there are more grounds for 
concern than may be suggested by the current all-India average. First, there are 
substantial variations within India, and the all-India average hides the fact that 
there are States in India where the female-male ratio for children is very much 
lower than the Indian average. Second, it has to be asked whether with the 
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spread of sex-selective abortion, India may catch up with - and perhaps even go 
or 
beyond - Korea and China . 
There is, in fact, strong evidence that this is happening in a big way in parts of 
the country. There is, however, something of a social and cultural divide across 
India, splitting the country into two nearly contiguous halves, in the extent of 
anti-female bias in natality and post-natality mortality. Since more boys are 
bom than girls everywhere m the worid, even wilhoxA sex-specilic abortion, we 
can use as a classificatoiy benchmark the female-male ratio among children in 
advanced industrial countries. The female-male ratio for the 0-5 age group is 
94.8 in Germany, 95.0 in the U.K., and 95.7 in the U.S., and perhaps we can 
sensibly pick the German ratio of 94.8 as the cut-off point below which we 
should suspect anti-female intervention**. 
The use of this dividing line produces a remarkable geographical split of India. 
There are the States in the north and the west where the female-male ratio of 
children is consistently below the benchmark figure, led by Punjab, Haryana, 
Delhi and Gujarat (with ratios between 79.3 and 87.8), and also including, 
among others, Hunachal Pradesh, Madhya Pradesh, Rajasthan, Uttar Pradesh, 
Maharashtra, Janmiu and Kashmir, and Bihar (a tiny exception is Dadra and 
Nagar Haveli, with less than a quarter million people altogether). On the other 
side of the divide, the States in the east and the south tend to have female-male 
ratios that are above the benchmark line of 94.8 girls per 100 boys: with 
Kerala, Andhra Pradesh, West Bengal and Assam (each between 96.3 and 
96.6), and also, among others, Orissa, Kamataka and the northeastern States to 
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the east of Bangladesh (Meghalaya, Mizoram, Manipur, Nagaland, Arunachal 
Pradesh).One significant exception to this neat pattern of adjoining division is, 
however, provided by Tamil Nadu, where the female-male ratio is just below 
94, which is higher than the ratio of any State in the deficit list, but still just 
below the cut-off line used for the partitioning (94.8). The astonishing fmding 
is not that one particular State seems to provide a margmal misfit, but how the 
vast majority of the Indian States fall firmly into two contiguous halves, 
classified broadly into the north and the west, on one side, and the south and 
the east, on the other. Indeed, every State in the north and the west (with the 
slight exception of the tiny Union Territory of Dadra and Nagar Haveli) has 
strictly lower female-male ratio of children than every State in the east and the 
south (even Tamil Nadu fits into this classification), and this indeed is quite 
remarkable*'. 
The pattern of female-male ratio of children produces a much sharper regional 
classification than does the female male ratio of mortality of children, even 
though the two are also fairly strongly correlated. The female-male ratio in 
child mortality varies between 0.91 in West Bengal and 0.93 in Kerala, on one 
side, in the southern and eastern group, to 1.30 in Punjab, Haryana and Uttar 
Pradesh, with high ratios also in Gujarat, Bihar and Rajasthan, in the northern 
and western group. The north and the west have clear characteristics of anti-
female bias in a way that is not present - or at least not yet visible - in most of 
the east and the south. This contrast does not have any immediate economic 
explanation. The States with anti-female bias include rich ones (Punjab and 
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Haryana) as well as poor States (Madhya Pradesh and Uttar Pradesh), and fast-
growing States (Gujarat and Maharashtra) as well as growth failures (Bihar and 
Uttar Pradesh). Also, the incidence of sex-specific abortions cannot be 
explained by the availability of medical resources for determining the sex of 
the foetus: Kerala and West Bengal in the non-deficit list, both with the ratio of 
96.3 girls to 100 boys (comfortably higher than the benchmark cut-ofiFof 94.8), 
have at least as much medical facilities as in such deficit States as Madhya 
Pradesh or Rajasthan. If commercial facilities for sex-selected abortion are 
infrequent in Kerala or West Bengal, it is because of a low demand for those 
g o 
specific services, rather than any great supply side barrier . 
This suggests that we have to look beyond economic resources or material 
prosperity or GNP growth into broadly cultural and social influences. There are 
a variety of potential coimections to be considered here, and the linking of 
these demographic features with the rich subject matter of social anthropology 
and cultural studies would certainly be important to pursue. There is perhaps a 
common link with politics as well. Indeed, it has been noted, in other contexts, 
that the States in the north and the west have, by and large, given much more 
room to religion-based sectarian politics than have the east or the south, where 
religion-centered parties have had veiy little success. For example, of the 197 
members of Parliament from the Bharatiya Janata Paity (BJP) and the Shiv 
Sena elected in 1999, as many 169 won fi-om States in the north and the west. 
Even if we take out the BJP members who, though elected fix)m Bihar or 
Madhya Pradesh, come fi:om the recently formed relatively "eastern" States of 
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Jharkhand and Chhatisgarh (which, incidentally, do have "eastern" female-male 
ratios above the benchmark line), the predominance of the north and the west in 
the representation of the Sangh Parivar remains strong. It is not easy to settle, 
without further scrutiny, how significant these regional, cultural or political 
associations are, and how (and even in which direction) the causal influences 
operate. But the remarkable geographical division of India into two largely 
contiguous parts in terms of female-male ratio among children (reflecting the 
combined influence of inequality in natality and post-natal mortality) does call 
for acknowledgement and further analysis. It would also be important to keep a 
close watch on whether the incidence of sex-specific abortions will 
significantly increase in States in which they are at this time quite unconmion*'. 
Gender Bias in Access to Health Care: national survey data from 1990 
found evidence of lower medical contact rates of female than male children and 
that female children were the most disadvantaged group in the household in 
this respect. The states with the largest gender differentials in medical contact 
rates were Orissa, Haiyana and Punjab. Other smaller scale studies have shown 
that female children are only one third of total children attending outpatient 
facilities, and only 16.5 per cent of children admitted to hospital. Of those are 
admitted, girls are more likely than boys to die, suggesting that they are only 
brought to hospitals at an advanced stage of illness. However, survival chances 
of girls vary by birth order. Whilst fust sons and first daughters had roughly 
equal chances, the second plus daughter was at much greater risk, indicating 
selective neglect as between female children. This indicates that analysis of 
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gender differentials in mortality and morbidity needs to contextualize gender 
categories according to age, birth order, familial relationship etc. 
There are at least four sets of factors for gendered access to health care i.e. 
need; permission; ability (including affordability); and availability. The extent 
to women's relative health needs has already indicated, but evidence from 
elsewhere suggests that the probability of girl's illness being reported is much 
lower tiian boys; women are socialized into accepting pain and suffering. In 
terms of permission i.e. social factors affecting access to health care by gender, 
women's constrained mobility and literacy are a disadvantage. Ability to access 
health care is limited by direct and opportunity costs and the lack of fit between 
the timings of clinics and hospitals compared to women's schedules. Poor 
women can not afford to wait for long period at government facilities so they 
tend to use private health care for all but severe or chronic ilhiesses. The 
availability of health care is restricted in terms of coverage and quality 
especially in rural areas. Other issues here are the relevance of the care 
provided to women's needs; and the culture and attitudes prevailing in health 
sector institutions. Many women, especially those from rural areas find the 
heath system quiet alien. The scolding attitude of medical staff also dissuades 
women from using heath sector institutions. Finally, medical staff often adopts 
communal or other biases for example, purveying the idea that Muslims 
women have too many children. This can lead to poor communication between 
medical personnel and client resulting in unnecessary health risks. Awareness 
raising about women's and specifically girls heath problems may be important 
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to promote early recognition and treatment of illness among girls. Health 
delivery systems need to be designed to take account of limitations on women's 
flexibility in timing and mobility in attending heath facilities. 
For a combination of these reasons, most women in rural areas continue to use 
home remedies or local health systems. There has been some success in 
integrating allopathic and non allopathic medicine at local levels but not on a 
broad institutional scale. Meanwhile modemi2ation and environmental 
degradation may represent threats to indigenous knowledge bases on health 
resource and knowledge bases and to develop their potential, especially among 
women. 
Gender health and work: The relationship between work and health is 
quiet complex. The assumption that economic participation improves women's 
status and thus health is too simplistic; it may do so but only under specific 
circiraistances where they have control over increased earnings and feel right to 
greater consimiption. Whilst work can increase incomes and thus spending on 
food and health care, this will not necessarily benefit women themselves. At 
the same time, longer working hours and occupational hazards can impact 
negatively on women's health. 
Women's consumption is inadequate, particularly among poor women, but they 
work extremely long hours. Adolescent girls are often working ten hours or 
more a day by the age of 15. Boys are more likely to be compensated for their 
work with additional food. Ill health, poverty and poor working conditions 
form a vicious cycle with relatively greater impact on women, who carry the 
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burden of sickness in the family and are thus often constrained to work in the 
unregulated sector. Women are exposed to a range of occupational health 
hazards from their domestic work as well as paid work and may be especially 
prone to occupational hazards because of their concentration in unregulated 
sectors. Specific occupational health hazards suffered by women include: bad 
posture; damage to eyesight; respiratory problems and exposure to dust and 
toxic chemicals; and forms of mental stress, anxiety and depression. 
Insufficient attention is paid to women's occupational health problems which 
are often dismissed as caused by other factors. With the implementation of 
structural adjustment and the resulting likely expansion of unregulated and 
unorganized forms of employment, the need for systems of monitoring and 
protection for occupational health problems is increasing. Such systems would 
need to address the gender - specific nature of occupational health problems. 
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CHAPTER 4 
Conclusion and Suggestions 
Conclusion 
Gender refers to psychological, social and cultural differences between men 
and women. There are processes through which we learn how to be feminine 
and masculine? The most important process is the gender socialization. Gender 
socialization is the process through which individuals take on gendered 
qualities and characteristics and acquire a sense of self. In addition, through 
socialization people learn what their society expects of them as males or 
females. In this way we can say that gender is a system of social practices, 
which creates and maintains gender distinctions and it organizes relations of 
inequality on the basis of these distinctions. In this view gender involves the 
creation of both differences and inequalities. We can consider gender as an 
institution that establishes patterns of expectations for individuals, orders, the 
social processes of everyday life is built into the major social organizations of 
the society such as the economy, ideology, the family and politics and is also 
an entity in end of itself 
Gender inequality exists in every culture and society in the world. Some things 
are masculine others are feminine, some work is women's work, some 
responsibilities are women's responsibilities, even major religions of the world 
assign different responsibilities to men and women. Gender inequality affects 
every aspect of culture and society. Its affect is most prominent in family 
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structure, health, the education system and the economy, just like social class 
system, gender is a structural feature of society. As a result of gender inequality 
the universal status of men is higher than women; men enjoy a greater 
allocation of societal resources of power, prestige and property. Our patriarchal 
society which is shaped by patriarchal culture is an important symbol of male 
superiority. Many customs and traditions and beliefs which brand women as 
inferior originate from patriarchal system. Professor Amartya Sen has 
illustrated seven types of gender inequalities which are: 1. Mortality inequality, 
2. Natality inequality, 3. Basic facility inequality, 4. Special opportunity 
inequality, 5. Professional inequality, 6. Ownership inequality, 7. Household 
inequality. 
Gender is a critical factor in structuring the types of opportimities and life 
chances individuals and groups face, and strongly influences the roles they play 
within social institutions from the household to the state. Men's roles are 
generally more highly valued and rewarded than women's roles: in ahnost 
every culture, women bear the primary responsibility for childcare and 
domestic work, while men have traditionally borne responsibility for providing 
the livelihood. 
Tliere are two theoretical approaches on gender inequality: 1. Structural-
functional approach, 2.Feminist approach. The structural-functionalists 
consider inequality between the sexes and sex based division of labour a 
normal feature of every society. According to them, the subordination of 
women and unequal distribution of rewards between the sexes are beneficial 
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for the society. Therefore, what is ftinctional and universal can not be 
ibolished. 
The proponents of the cultural approach begin from the assumption that human 
behavior is largely directed and determined by culture - the learned, patterned 
and transmitted recipes for behavior shared by members of the society. They 
argue that since norms, values and roles are culturally determined and socially 
transmitted, the norms governing gender roles must be a product of culture 
rather than biology. Individuals learn their respective male and female roles in 
and through society. 
The feminist movement has given rise to a large body of theory which attempts 
to explain gender inequalities and set fourth agendas for overcoming those 
inequalities. The major femiiust theories which explain gender inequality are: 
1. Liberal feminism, 2. Marxist feminism, 3. Radical feminism, 4. Socialist 
feminism, 5. Postmodern feminism. Now I am going to conclude these theories 
of gender inequality one by one. Liberal feminism shows that how much 
modem society discriminates against women by insisting that women and men 
must be treated differently. Liberal feminist theory says that biological 
differences should be ignored in order to achieve gender equality. Women and 
men should be treated in a gender- neutral marmer, especially under the law. 
Marxist feminist theory emphasizes the economic and psychological 
differences between women and men, and men's power over women that 
emerge from their different statuses in the gendered division of labour. Marxist 
feminist theory is based on the division between works in the family (primarily 
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women's work) and work in paid production (primarily men's work). Women's 
are exploited because they work at production and reproduction in the home, 
and frequently at low-paying jobs outside the home as well. According to 
Marxist feminists capitalism which gives rise to economic inequality, 
dependence, political confusion and ultimately unhealthy social relations 
between men and women is root of women's oppression. 
Radical feminism emphasizes the centrality of social transformation that can 
only be accomplished by the dramatic alteration of cultural values through the 
vehicle of social activism. Radical feminism identifies women's oppression as 
the most fundamental and pervasive form of oppression and articulates how 
patriarchal control over women's bodies has dominated every area of life 
including paid employment, housework, intimate partnerships, violence and 
mothering. In order to enact social change, radical feminists have sought to 
uncover, illuminate and question the ways in which patriarchy dominates 
virtually all aspects of human experience. These experiences include thinking 
patterns, social relationships, dress and physical appearance and work. 
According to radical feminists, constructs such as masculinity and femininity 
should be abolished and new, nongendered categories for organizing personal 
and social life must be formulated and adopted. Radical feminists believe that 
women hold special strengths for understanding and restructuring a world in 
which oppression does not exist. 
Socialist feminists share radical feminist's views that gender oppression is a 
central form of oppression and they view social activism as essential to meeting 
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their goals. However, they have also sought a more complex analysis of sexism 
than that endorsed by radical feminists, one that examines the manner in which 
oppression is shaped by class, economics, nationality, race and history. In 
general, socialist feminists attempt to integrate: 1. An analysis of the structure 
of production, class and capitalism (Marxist perspectives); 2.The control of 
women's bodies, reproduction and sexuality and the maimer in which this 
control is shaped by patriarchy (Radical feminism); 3. The impact of gender 
role socialization (Liberal feminism). 
Postmodern feminism argues that the categories of "man", "women", 
"heterosexual", "homosexual", "male", "female" are performances and 
displays. Postmodern feminism claims that gender is created in the doing- the 
way we dress, use our bodies, talk behave. But postmodern feminists do not 
focus on the social structures that are built up out of repeated gender 
performances. They argue that gender; sex and sexuality are always in flux, 
never fixed. There are no permanent identities, making identity politics 
questionable. Postmodern feminism is playful but has the serious intent of 
making us think about what we take for granted - that men and women, 
homosexuals and heterosexuals, males and females are totally different 
creatures, and that we can't make and remake ourselves. Politically, its 
watchword is gender rebellion. Genders, sexes and sexualities can be as 
numerous and varied as the imagination dream up. 
Gender gap has always been existed in education and health in India. Less 
preference is given to women's and girls education, and their drop out rate is 
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high in comparison to boys and men. Girl's access to education at all levels is 
discriminatory whereas more preference given to promote boys education or 
boy's education is free jfrom discrimination. From last two decades gender gap 
in education at all levels has been narrowed. Nevertheless, it is persisting at all 
levels because of some active gender discriminatory social and cultural 
practices in India. Health is a very important aspect of human beings, which 
increase the capability and capacity to perform various tasks. Women fell ill 
more in comparison to men, visit more to health centers because of their high 
longevity. Morbidity rate among women is high in comparison to men. Women 
are discriminated in terms of food and nutrition. Low quality of food is 
provided to girls and women whereas boys and men get high quality of food 
and nutrients. Because of these reasons, women are mahiourished. Because of 
son preference, girls are still discriminated in the sphere of education and 
health. 
The National Health Policy (NHP), 2002 consist of five parts. The first part 
deals with the historical background, introspection and assessment of the 
achievement of National Health Policy, 1983. The second parts devotes to an 
overview of current scenario and contemporary challenges. The third part 
strategies the short term and long term objectives. The policy in prescription 
dimensions are envisaged in part fourth of policy document. Part fifth offers a 
summation and future prospect about the policy outline. The policy maintains 
that there have been marked changes in the determinant factors relating to the 
health sector. Some of the policy initiatives have yielded results, while, several 
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other areas, the outline has not been as expected. The general expositions of the 
policies were: a phased, time - bound programme for setting up a well 
dispersed network of comprehensive primary health care services, linked with 
extension and health education, designed in the context of the ground reality; 
intermediation through health volunteers having appropriate knowledge, simple 
skills and requisite technologies, establishment of well worked out referral 
system to ensure that patient load at the higher levels of the hierarchy is not 
needlessly burdened by those who can be treated at the decentralized level, an 
integrated network of evenly spread specialty and superspeciality services 
encouragement of such facilities through private investments for patients who 
can pay, so that the draw on the government's facilities is limited to those 
entitled to free use. 
Various health institutions on different level provide health services. Health 
services are provided by district hospital at district level, CHCs and PHCs at 
block level, Sub-Health Centers at village level. The National Rural Health 
Mission provides effective health care to rural population throughout the 
country with special focus on 18 states. There is a trained voluntary community 
health woricer (ASHA) in every village of 18 high focus states. There are 
additional ANM at each sub- center, three staff nurses at the primary health 
centers to make them operational round the clock and additional specialists and 
paramedical staff at the community health centers. To provide health facilities 
effectively, the sub- centers are placed exclusively under the control of the 
panchayat. The Panchayat Block Samities and Rogi Kalian Samities also 
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manage the PHCs and CHCs. Under NRHM village level, health and sanitation 
committee will be responsible for village Health Plans. ASHA, the Anganwadi, 
the panchayat representative, the SHG leader, PTA/MTA secretary and local 
CBO representative are responsible for the household survey, the village health 
register and the village health plan. 
Available literature already showed that there are now host of indicators 
available on women's health in India sowing their poor health. However India 
has made considerable progress in social and economic development in recent 
decades, as life ejqjectancy, infant mortality and literacy demonstrate. 
However, improvements in women's health, particularly in the north, have 
lagged behind gains in other areas. India is one of the few countries where 
males significantly outnumber females, and its maternal rates in rural areas are 
among the world's highest. Infectious diseases, malnutrition and maternal and 
prenatal causes account for most of the diseases burden. Females experience 
more episodes of illness than males and are less likely to receive medical 
treatment before the illness is well advanced. Because the nutritional status of 
women and girls is compromised by unequal access to food, by heavy work 
demands and by special nutritional needs, females are particularly susceptible 
to illness particularly anaemia. Women, especially poor women are often 
trapped in a cycle of ill health exacerbated by childbearing and hard physical 
labour. 
Women's health Mid nutrition status inextricably boimd up with social, cultural 
and economic factors that influence all aspects of their lives, and it has 
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consequences not only for the women themselves but also for the well being of 
their children (particularly females) the functioning of household and the 
distribution of resources. There are various indicators available on women's 
health in India showing heir poor health compared to men. However I felt need 
to examine the causes of differential morbidity and mortality by gender, gender 
specified environments and socio-cultural and other norms surrounding health, 
which create different perceptions of and response to women's and men's 
health. 
Morbidity is the frequency of disease or illness. Women have greater longevity 
and morbidity than men. They (women) suffer with more diseases than men; 
therefore they visit more to hospitals. Women suffer fi-om anaemia, 
hypertension, because of undernourishment and overwork. The main sources of 
gender inequality in morbidity are 1. Gender inequality in amount of food-
generally women make the food but they are not able to consume sufficient 
food. Because of inadequate or inappropriate food intake they suffer with more 
diseases in comparison to men or boys. 2. Gender inequality in amount of work-
women engage in more numerous woiks than men. Women do most of the 
domestic works like cooking; washing clothes, child rearing etc. but their work 
in the household often goes unaccounted. Because of their- longer hours work 
women suffer with fi^quent headaches, back pain, circulatory disorders, 
emotional and mental disorders. 3. Gender inequality in sterilization- this is a 
method which is used to prevent pregnancy. Women are five times more likely 
than men to die from sterilization and are five times more likely to exhibit long 
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term morbidity as a result of operation. 4. Violence against women- violence 
against women is partly a result of gender relations that assumes men to be 
superior to women. Given the subordinate status of women, much of gender 
violence is considered normal and enjoys social sanction. Manifestations of 
violence include physical aggression, such as blows of varying intensity, bums, 
attempted hanging, sexual abuse and rape, psychological violence through 
insults, humiliation, coercion, blackmail, economic and emotional threats and 
control over speech and actions. In extreme, but not unknown cases, death is 
the result. These expressions of violence take place in a men- women 
relationship within the family, state and society. Usually, domestic aggression 
towards women and girls, due to various reasons remain hidden. Gender 
violence is any act involving use of force or coercion with intent of 
perpetuating promoting hierarchical gender relations. The consequences of 
violence against women are far reaching. It impacts on all aspects of women's 
lives, their health and that of their children, and also on broader society. Health 
consequences of violence against women include: injuries, sexually transmitted 
diseases, HTV/AIDS, unwanted pregnancy, gynaecological, chronic pelvic pain 
etc. 
During the last few decades, there has been a notable improvement in the 
health status of women. The death rate has steadily declined. The life 
expectancy has gone up since 1951, recordmg an estimated 60.5 years during 
1993. The mortality rates for a number of infectious and communicable 
diseases have also registered a decline (for example, cholera, malaria, and 
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plague). India's health standards are still low compared to those in developed 
countries. Improvements in living conditions and in the availability of medical 
facilities throughout the country over the past half a century or more has led to 
greater survival of both males and females and has not only narrowed down the 
gap but has also reversed the trend in recent years as is reflected in the life 
expectancy. At the state level, Bihar, Orissa and Uttar Pradesh have higher 
male life expectancy than that of females. Sex wise crude death rate indicates 
that the male mortality has been higher than female mortality during the 1980s 
and the 1990s. Beside this, the differential in male female death rate has 
increased in favour of females. At the national level there have been a few 
years when infent mortality rate for females has been lower than males but it 
has been mostly higher for example, between 1995 and 1999 the female infant 
mortality rate has been higher by a couple of points than male infant mortality 
rate. Thus, there has been improvement in overall female mortality over time, 
the discrimination against the girl child has continued in the Indian society. In 
India maternal mortality rate which is calculated as the number of maternal 
deaths per 100,000 live births, is among the highest in the world and has 
worsened in the recent years. As per the >JFHS-2, the MMR has gone up from 
424 in 1992-93 to 540 in 1998. More than 80,000 women die in India every 
year during childbirth. 
Professor Amartya Sen has given his views on gender inequality in mortality 
and natality. According to him in some regions of the world, uiequality 
between men and women directly involves matters of life and death and takes 
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the brutal form of unusually high mortality rates of women and a consequent 
preponderance of men in the total population, as opposed to the preponderance 
of women foimd in societies with little or no gender bias in health care and 
nutrition. In India mortality has been observed extensively. Natality inequality 
has been illustrated particularly by the early results of national census of India 
2001. Early results indicate that even though the overall female to male ratio 
has improved slightly for the country as a whole, the female male ratio for 
children has had a substantial decline. 
It is evident from 1990 survey data that there are lower medical contact rates of 
female than male children and that female children were the most 
disadvantaged group in this respect Women do work therefore they suffer with 
different type of health problems. Women's consumption is inadequate 
particularly among poor women, but they work extremely long hours 
Suggestions 
• Men and women indeed do different things sometimes, but society 
should treat both sexes the same. They should be treated on the same 
level for two basic reasons; first, they are both humans; and second, they 
are both part of the society - both can create change, both can contribute 
to the development of society and one can not exist without the other. 
• Measures to curtail the prevalence of sexual abuse: 1. Early education 
for all 2. Educate boys to respect gMs and women, 3. Emphasize the 
harmful consequences of rape on girls, societies and communities as a 
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whole, 4. Stricter and harsher laws for offender, 5. Safe and supportive 
environment and institutions. 
• Bullying and teasing should be avoided because these constitute a 
common and harmful form of gender discrimination. 
• Changing the way people think about girls is essential to ending gender 
inequality. 
• Give women equal opportunities in the work place and ttiey will show 
what they are capable of. 
• Education makes girls and boys aware of the concept of equality and 
prepares them emotionally and financially to make it implementable in 
practice that is why equal access to education should be provided to both 
male and female. 
• When girls are educated they: 1. Have more career and life 
opportunities, 2. Learn about their rights and their bodies, 3. Are better 
able to avoid commercial sexual exploitation, 4. Gain self-confidence, 5. 
Learn the life, technical and practical skills to demonstrate their 
capacities and challenge stereotypes about women. Therefore girls and 
women must be educated. 
• Gender sensitive curricula and teachers who promote gender equality are 
needed to motivate girls to realize their own potential. 
• One of the basic things that need to be done is to change our educational 
curriculum our countries to suit the needs of our society that would 
contribute to broader societal transformation. 
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• Every country and community struggles with different barriers to gender 
equality. These barriers to gender equality should be abolished by the 
government. 
• The higher prevalence of discrimination against girls is in rural areas. 
This is because of difference to educational and employment 
opportunities, and to a different state of mind. So, there is special need 
to give emphasis on educational and employment opportunities in rural 
areas. 
• We should avoid the ways, in which family practices condone, 
perpetuate and constitute gender discrimination. Because there are lor^-
term impact of these practices which are illiteracy, early marris^e, poor 
health and lack of self-esteem. 
• In a nimiber of countries, girls are given less food than boys. Girls may 
also be given poorer quality food than their brothers. And because girls 
may receive less medical care than boys, girl's malnutrition may go 
undetected, leading to serious health problems. There is need to provide 
equal access to health for boys and girls and they should be provided 
health services as par their need. 
• Researcher personally has observed that a supportive family is the key to 
change and progress. 
• First we should change our mindset so that we would be able to avoid to 
consider gender inequality as inherent in the society as a whole part of 
the social fabric of communities. 
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• If this world would tear down all of its stereotypes and roles, and allow 
all of it's inhabitants, woman or man, to be what they truly are, they will 
be shocked by the true potential of humankind. And there will be no 
question, no debate, about whether the sexes are equal. Therefore it is 
indispensable to avoid stereotypes, prejudices related to women and let 
to realize them their potential in different fields to achieve gender 
equality 
• Our society's cultural norms, values and traditions are responsible for 
gender inequality and gender discrimination. These norms and values 
focus primarily on more preference to boys in comparison to girls which 
is evident fixjm sex selection abortions, the early marriages (particularly 
in rural areas), the burden of housework. 
• Government leaders need to take action against gender discrimination. 
They should place specific emphasis on the following: 1. the need for 
universal primary education 2. Teachers and curricula that are gender 
sensitive, 3. Freedom to choose what they need, 4. Laws that protect 
girls and women and gender sensitive law enforcement, 5. National 
promotion of respect for women, 6. Creation of institutions that promote 
gender equality and offer safe and supportive environments for women; 
such as clubs and volunteer groups, 7, Provide childcare so young girls 
can be free from the responsibility of taking care of their younger 
siblings, 8. Support firom the family, especially the mother, 9. 
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Acknowledgement of the situation of the girl child, 10. No pity- positive 
reinforcement. 
• Health centers where a girl can seek help should be opened so that 
women should be given equal job opportunities and their should be no 
sex discrimination in the workplace, with the same amount of 
remuneration as men, hence she can be an active contributor to the 
house and her families needs and therefore not be called a burden any 
longer. 
• To reduce the wider impact of gender discrimination emphasis should be 
given on female-male literacy gap, lack of opportunities, sexual 
exploitation, the burden of housework, unequal salary structures, and 
low self-esteem. 
• There are relations between the original sources of gender inequality, the 
relation between discrimination and cultural and societal norms, school 
based curricula, traditionally ascribed gender roles and local customs. 
Therefore cultural and societal norms which are responsible for gender 
discrimination must be detached fix)m school based curricula. 
• Researcher focus on the importance of education, employment 
opportunities and a supportive home enviroimient as keys to ending 
gender discrimination. Researcher also supports the partnership between 
adults and young people in the home, the school and the community. 
• Young girls still suffer from discrimination. To avoid this type of 
disciimination they should realize their potential and abilities to achieve 
• 
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their life' dreams. They (girls) will also emphasize on their ability to act 
as an agent of change when they will be equipped with knowledge of her 
rights, a voice, opportunities and a supportive environment. 
• Girls must be considered as both future mothers and future policy 
makers and leaders, and celebrated her potential in both areas. 
• Equal Pay Act and Sex Discrimination Act must be implemented strictly 
in public and private sectors, and formal and informal jobs to reduce the 
gender gap. 
Gender-neutral child rearing and education should be provisioned. 
Bringing women into occupations and professions dominated by men 
and breaking through the glass ceiling to positions of authority 
(affirmative action) is a key to reduce gender inequality. 
More women into politics should be brought out through equal 
representation rules and financial support. 
Promoting gender mainstreaming in policies ensuring attention to 
women's needs. 
• Sharing parenting and subsidizing childcare. 
• Legal, accessible and affordable reproductive services. 
• Making language, children's books and education more gender -
neutral. 
• Permanent waged work for women. 
• 
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• Government - subsidized maternal and child health care, childcare 
services, financial allowances for children, firee education. 
• Women's subordination is an exercise of power and patriarchy is 
institutionalized male dominance. Patriarchy as a system of sexual, 
emotional and physical exploitation of women must be replaced by 
gender - neutral family type. 
• Proper health education should be provided to women. 
• Academicians and students should write articles related to reproductive 
health and generate material for people for example, slides small 
documentaries, scripts for dramas, role - plays and so and so on. 
• Degendered access to economic opportunities, upgrading women's jobs. 
• Demonstrating the fluidity of gender and sexual boundaries. 
• Gender studies as an academic discipline should be introduced from +2 
to higher studies curricula which will promote gender equality. 
• The researchers of gender studies have to concentrate on invisible or less 
visible aspects of gender inequality. 
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